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In the year 1849 Huguier published his remarkable essay entitled, 
“De |’Esthioméne de la Vulve et du Perinée.” He derived the 
name from the Greek word ’Ec@{w which signifies to eat away. 
Previous to the appearance of this essay every variety of vulvar 
ulceration had been described under the name of “ lupus,” irrespec- 
tive of the cause and nature of the ulceration. 

After the publication of Huguier’s essay the term esthioméne 
was adopted by numerous French and English authors, many of 
whom retained the term lupus concurrently. It is obvious that 
numerous authors understood by both terms merely a process of 
ulcerative destruction and did not intend to point to any definite 
causation by the choice of name. 


TERMINOLOGY, 


Esthioméne has been frequently described under the term 
lupus to which all varieties of descriptive adjectives have been 
appended, such as lupus hyperphicus, serpiginosus, prominens, 
perforans, etc. According to the main features presented by the 
case described the term lupus did not imply tuberculosis, Another 
name frequently met with is herpes—herpes excedens and sometimes 
“herpes esthioméne.” Among German authors the condition was 
most frequently described as “‘ulcus.” Virchow called it “ ulcus 
rodens vulve,” while F, Koch used the term “ ulcus chronicum 
elephantiasticum.” Recent authors, both Continental and British, 
have published their cases under such terms as “lupoid ulcer,” 
“ genito-anal scleroma” and “ esthiomic ulcer.” 

This large variety of names used in describing esthioméne points 
to two facts; firstly, that the writers did not describe one special type 
of perineal ulceration with hypertrophy, but all and every kind of 
ulcerative process met with in the vulvo-anal region; secondly, that 
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the nature of esthiomenic ulcerations was quite unknown, and that 
the authors in the choice of nomenclature tentatively indicated their 
own theory of causation. 


HistoricaL 


The first work known on the subject “of esthioméne or lupus 
vulve ” is Huguier’s essay “ De l’Esthioméne de la Vulve et du 
Perinée,” presented to the French Academy of Medicine, and 
published in the Mémoires de VAcadémie de Médicine in 1849, The 
name of esthioméne (from the Greek word ’Eo@iw ) was meant to 
indicate the destructive burrowing nature of the process. Huguier 
retained the term lupus, under which the condition was widely 
known, and in so doing gave rise to endless discussions on the part 
of those writers who insisted that Huguier considered it a tuberculous 
condition and those who maintained that Huguier viewed it as a 
disease per se. Huguier held no views regarding the etiology of 
esthioméne. He classifies the types of esthioméne as follows : — 


1. Superficial ambulant and serpiginous variety: (a) erythema- 

tous; (b) superficial tuberculated, serpiginous. 

2. Perforating variety. 

3. Hypertrophic variety: (a) hypertrophic vegetating ; (b) hyper 

trophic, edematous and elephantiasic, 

It would be difficult to find anywhere in medical literature a 
more masterly description of morbid changes than Huguier presented 
us with when he appended to his essay the clinical study of six cases 
of esthioméne. It is not surprising that to this day his work has 
remained one of the best known and most frequently quoted of 
French essays. In spite of his avoidance of any discussion regarding 
the nature of esthioméne, necessitated by the lack of knowledge of 
the causation of syphilis and lupus and the insufficient histological 
methods of his time, Huguier’s essay is one of primary importance in 
the study of ulcerative conditions of the vulvo-anal region. 

In the same year in which Huguier’s essay appeared (1849) 
Guibout published an article in the Union Médicale, entitled “ Des 
diverses affections non-vénériennes des organes génitaux-urinaires 
chez la femme qu’on est exposé & considérer comme vénériennes.” 

Amongst a number of different varieties of ulcerations he collects 
one group of types which he calls “ Esthioméne, or Lupus of the 
Vulva,” which he endeavours to distinguish from syphilis, cancer 
and elephantiasis arabum. His treatise deals mainly with the 
etiology of esthioméne and with the differential diagnosis between 
esthioméne and the conditions mentioned. He concludes that 
esthioméne is lupus, the same type of lupus as it occurs on the face. 
“Tl n’y a reéllement 4 la vulve qu’ & la face un esthioméne.” He 
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does not enlighten his readers with regard to the etiology and nature 
of lupus but withholds all theories concerning the nature of lupus. 

Bernutz in 1874 published an essay on esthioméne in the Archives 
de Tocologie in which he follows the example of Guibout in tracing 
the identity between lupus facialis and lupus of the vulva but differs 
from him in diagnosing it as a scrofulous, 7.e., according to him 
tuberculous, condition, 

His views were accepted by all French authors until 1885 when 
Kugéne Deschamps issued his “ Etudes sur quelques ulcérations non- 
vénériennes de la Vulve et du Vagin ” in the Archives de Tocologie. 
He deals mainly with the theories of causation and concludes that 
esthioméne is not a disease per se, but that lupus may sometimes be 
the cause and syphilis at other times, 

Another “Thése de Paris” on the subject of esthioméne was 
written by Fiquet in 1876. Once more we have a return to the views 
of Bernutz, namely, that esthioméne is lupus of the perineum and 
that it is a tuberculous manifestation is indicated by the fact that 
the patients are usually afflicted by pulmonary tuberculosis concur- 
rently. 

The next contribution in point of time to the literature on 
esthioméne appeared in 1887 in New York in the shape of a mono- 
graph published by Isaac Taylor, M.D., in the “ Gynecological 
Transactions of Philadelphia,” entitled “On Lupus, or Esthioméne 
of the Vulvo-anal Region.” The author uses the term lupus merely 
in the sense of destruction, for he holds that patients afflicted with 
esthioméne are usually free from “ scrofula.” Isaac Taylor is the 
first writer who inclines to the view that esthioméne or lupus might 
from several peculiarities appertaining to this condition be con- 
sidered a disease sut generis. 

The first British author who contributed a valuable paper towards 
the literature on esthioméne was Angus Macdonald, who in 1883 
published three cases in the Obstetrical Transactions of Edinburgh 
under the name of ‘ ‘ Lupus of the Vulvo-anal Region.” 

He states: “ There is no essential difference between lupus of the 
vulva and lupus on any other part of the body.” But he does not 
think of lupus as a strumous or tuberculous affection. “ It would 
appear that lupus must be looked upon as a local not a general affec- 
tion, its origin having to be sought for in some local irritation.” 

Mathews Duncan published two valuable monographs on esthio- 
méne which appeared in 1884 and 1885. ‘The first, on “ Lupus of the 
Pudendum,” was printed in the Medical Times, vol. ii, 1884. The 
author adheres to the term lupus because he sees a resemblance 
between lupus of any part of the body and lupus of the perineum, 
but he does not admit that they are “ pathologically the same as is 
generally believed.” 
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He distinguishes two types, lupus minimus, where the ulceration 
is slight, and lupus maximus, where ulceration is considerable. 

In his second paper: “ On the Ulceration of Lupus on the Female 
Genital Organs, including pits, perforations and excavations ” (Tran- 
sactions of the Obstetrical Society, 1885), Mathews Duncan describes 
five cases of esthioméne, 

He uses the term lupus in preference to esthioméne “since it 
expresses the great eroding character of the disease, including ulcera- 
tion, inflammation and hypertrophy variously combined, not can- 
cerous, not epitheliomatous, not syphilitic.” 

“The name of lupus is retained in order to avoid change and 
because the character of the disease brings it into alliance with the 
ordinary run of such cases.” 

Duncan forwards no views regarding the nature of the disease. 

An interesting analysis and full report on all cases published 
under the name of esthioméne, or lupus vulve, up to the year 1887 
was published by Dr. Grace Peckham Murray, who herself added 
two valuable monographs on the subject. Her first dissertation : 
“A contribution to the study of ulcerative lesions of the vulva com- 
monly called lupus or esthioméne,”’ appeared in the American 
Journal of Obstetrics in 1887. The author describes in detail a case 
she had under observation for many years and which conformed to 
the type described by Huguier as “ Esthioméne hypertrophique et 
végétant.” 

The author then proceeds to classify the cases published as lupus 
or esthioméne according to their various clinical and pathological 
characteristics. She found in most cases that a definite constitu- 
tional disease was present, being usually the cause of the perineal 
ulceration; in fully half the cases there was a clear history of 
syphilis, in some tuberculosis was present, and in a few malignant 
disease. 

“A hitherto undescribed form of New Growth of the Vulva” is 
the name of an essay published by R. W. Taylor in his “ Journal of 
Cutaneous and Genito-urinary Diseases” in 1889. Two cases of 
“new growth” are described which the author considers distinct 
from syphilis and gonorrhea “but which might be mistaken for 
lupus.” He states that in one case the new growth supervened on 
a chancroid lesion but was quite “ benignant ” in character, “showing 
only inflammatory tissue.” His cases conform in every detail to the 
types described by Huguier as esthioméne, showing varying degrees 
of ulceration and hypertrophy. 

Numerous contributions to the study of esthioméne have been 
published by German authors under the name of “ulcus vulve.” 
This term was introduced by Virchow and adopted by Veit in his 
“Handbuch der Gynecologie,” 1898. The latter considers that in 
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all cases of ulcus vulvw syphilis has preceded but that the ulcer itself 
is not specific in nature, 

The last of important publications on esthioméne in point of time 
is S. Pozzi’s chapter on esthioméne in his “ Traité de Gynécologie 
clinique et opératoire,” 1907. He describes the two chief forms, 
mainly ulcerative and mainly hypertrophic, and agrees with the 
earlier French writers Bernutz and Fiquet in assigning the condition 
to tuberculous infiltration. 

Some of the most recent studies on the subject under discussion 
were published by Dupuy et Rullier, St. Lazare Hospital, Paris, 
1907, who term the condition a simple scleroma, neither tuberculous 
nor syphilitic in nature but simply due to local irritation and 
uncleanliness. 


Morsip ANAatoMy AND HiIsToLoey. 


‘The two main features that all cases of esthioméne present in a 
varying degree are ulceration and hypertrophy ; one or other of these 
features may be greatly in excess over the other, but unless both are 
present the case is not one of esthioméene. Hence a large number of 
cases published as esthioméne which showed only ulceration must be 
excluded from the records. 

The degrees of hypertrophy and ulceration depend on the stage 
of the disease. 

At an early stage small inflammatory patches or superficial 
excoriations may mark the first step towards ulceration while the 
hypertrophic tendency is sometimes represented only by small fleshy 
nodules. 

Later the ulceration and the hypertrophy become more marked. 
The whole vulva may be greatly deformed, every part of it being 
altered in outline. The clitoris and labia minora are, however, more 
frequently affected than the other structures. 

Large firm masses project irregularly from the general surface 
of the vulva and sometimes beyond the labia majora. These masses 
represent definite vulvar structures. Usually there is no sign of 
the structures themselves, nor can the parts be differentiated from 
each other. ‘hese masses are not unlike the wattles and combs of 
birds and are so distinctive in their appearance that it is impossible 
to confuse them with the inflammatory hypertrophies of tuberculosis 
or elephantiasis. The hypertrophied masses of esthioméne are 
sometimes pedunculated, but more often sessile. Their surfaces are 
almost always uneven, tuberculated, torn and jagged. In the deep 
fissures between the irregular convolutions a process of ulceration 
often goes on which may lead to deep fistule. The hypertrophied 
masses are firm, elastic to the touch and quite painless. The skin 
is usually dry and hard and sometimes dead-white in colour; as a 
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rule the colour is pinkish-yellow, contrasting with the purplish- 
brown of the surrounding vulvar structures. 

With extensive hypertrophies pressure sores may occur on the 
surfaces, but these are not nearly as common as in elephantiasis 
Arabum since the hypertrophy never reaches the same dimensions. 

The ulcerations vary considerably. They may be deep or shallow, 
sloughing or dry, red, purple or brown. They are always irregular, 
and an ulcer may be shallow in one part and deeply excavating in 
another. The edges may be thick or thin, rolled or undermined, 
sloping or vertical, in fact, there is no definite type and every feature 
of ulceration may be found. When shallow the ulcers are usually 
extensive, when deep they present small orifices on the surfaces. 

It appears that in cases where the hypertrophy is very marked, 
the ulceration is not as a rule very extensive. 

The third stage is the stage of actual destruction. Destruction 
is due to deeply burrowing ulceration causing fistulae between the 
body-cavity, the pelvic organs and the external surface. The fistu- 
lous tracts may heal, thus leading to strictures and atresia of vagina, 
urethra and rectum. It is remarkable that in this severe form of 
the disease the ulcerative process is greatly in excess over the hyper- 
trophic one. 

The cicatrices produced are firm, unyielding and large. Their 
later contracture leads to very marked deformity. On the surface 
of the vulva they are tense, shiny and smooth, and show a constant 
tendency to ulcerate again. 


HistToLocy. 


The first pathological report on esthioméne in the annals of 
medical literature is by M. Robin who examined four cases of 
Huguier and attached them to his essay in 1849. This is what he 
says :— 

“Un epithélium normal, le tissu subépithélial est épaissi d’un 
centimétre, élastique, blanchatre et crie sous le scalpel. Les tissus 
céllulaires n’offrent rien de charactéristique. Ce sont des tumeurs 
homéomorphes, c’est-a-dire composées par des éléments anatomiques 
qui se retrouvent dans les tissus normaux de l'économie.” 

Cornil made microscopical sections of the specimens removed by 
Bernutz from his cases, and he found marked alterations of lympha- 
tics and hypertrophy of papilla. The blood vessels of the papille 
were engorged. In the deeper parts of the subcutaneous tissues he 
found a large amount of new connective tissue with long, fine spindle- 
shaped connective tissue cells of an “ embryonic nature.” 

In 1876 Fiquet published his “ Thése de Paris” on esthioméne 
and appended to it the microscopical report by Troisier on his cases. 

Troisier found the epidermis for the greater part normal. But 
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the walls of the vessels in the subcutaneous tissues were enormously 
dilated and engorged; numerous embryonic cells were seen in their 
vicinity. The deeper tissues showed quantities of new connective 
tissue, with dilated vessels surrounded by dense masses of round cells. 

The same appearances presented themselves to Fr. Deschamps 
when he examined the tissues removed from his patients. He found: 
“une espéce d’infiltration hypertrophique de la peau particuliére- 
ment du derme, altération des vaisseaux lymphatique, un épaississe- 
ment du corps muqueux de Malpighi, des colonnes descendantes 
inter-papillaires. Les papilles hypertrophiées, vaisseaux papillaires 
enlargies et le tissue de la papille enfiltré d’éléments embryonnaires 
et de leucocytes.” 

Both Dr. Thin, who examined the tissues of Mathews 
Duncan’s cases, and R. W. Taylor pronounced the specimens removed 
from cases of esthioméne as “ simple inflammatory tissue.” 

The two valuable essays written by Dr. Grace Peckham Murray 
of New York were accompanied by microscopical reports by Dr. Coe. 
He found the epidermal structures absolutely normal, but an exten- 
sive round-celled infiltration was seen in the corium, “ the cells being 
similar to those seen in ordinary granulation tissue. They are 
arranged in groups which occupy the interstices of the connective 
tissue and are frequently seen surrounding dilated blood-vessels.” 
“Tn short the microscopical appearances are those of simple inflam- 
mation of connective tissue with this peculiarity that the round cells 
show a decided tendency to form circumscribed groups or nodules.” 

In 1903 André Boursier in his book on gynecology entitled : 
“Précis de Gynécologie,” and again in his essay in 1908, “ On 
Hypertrophic Ulcerations of the Vulva,’ which appeared in the 
Journal de Médicine de Bordeauz, reaffirmed the purely inflamma- 
tory nature of esthioméne and reported his histological findings as 
follows: “L’épiderme épaissi envoie dans le derme des prolonge- 
ments épidermiques inter-papillaires. La masse de la tumeur est 
faite par un tissu conjonctif a fibres ondulées contenant une grande 
quantité de cellules en amas surtout autour des vaisseaux. Ceux-ci 
surtout les lymphatiques sont trés dilatés et sont gorgés de celles 
blanches et rouges. Les vaisseaux sont quelquefois si dilatés que 
la tumeur est caverneuse. Dans les tissus sous-dermiques on trouve 
aussi des vaisseaux dilatés. Il n’y a que peu de tissu élastique.” 

It is interesting to note that those cases where tubercle foci and 
bacilli were demonstrated (Martin et Nicolle, Giinther and others) 
although published as esthioméne, did not present the characteristics 
necessary to constitute cases of esthioméne. 

Many of the older writers who found giant cells and epithelial 
cells based their assumption that esthioméne is of the same nature 
as lupus of the face on their findings. We know that the epithelioid 
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and giant cells are not pathognomonic of tuberculosis and we do not 
accept the conclusions of these authors. 

In more recent days, the demonstration of the bacillus of Koch 
having become easy, tuberculous affections of the vulva are no longer 
described as cases of esthioméne. 

Not unfrequently this name has been given to ulceration which 
was definitely of the nature of carcinoma and rodent ulcer. 
While some cases so described were probably epitheliomatous or 
even sarcomatous from the outset others were quite possibly esthio- 
ménic at the beginning and then malignant (vide case appended of 
M.L.). No histological reports were published by those authors who 
maintained that esthioméne is a malignant degeneration attended 
by hypertrophy and ulceration so that their conclusions must be 
considered as purely theoretical. 

New tissue elements and tubercle bacilli have never been found 
in true cases of esthioméne; simple tissue-elements of a purely 
inflammatory nature have been described by all writers whose cases 
conformed to the main features of esthioméne. 


BACTERIOLOGICAL EXAMINATION. 


Amongst the older investigators of esthioméne Dr. Louise Cordes 
alone published a detailed report of her bacteriological examination 
(“Second Contribution to the Study of Ulcerative Lesions of the 
Vulva commonly called Lupus or Esthioméne,”’ by Dr. Grace 
Peckham Murray). She found a streptothrix on the surface of the 
ulcer with mycelial threads projecting into the interstices between 
the epithelial cells. This was clearly a saprophytic organism. 

Before the discovery of the bacillus of Koch no reports on 
bacteriological examinations of esthioménic tissues were published, 
but after that event a number of sections with the tubercle bacillus 
in situ were described by those who maintained that esthiomeéne and 
“lupus” are the same disease. 

No description of esthioménie tissues with the spirochaeta pallida 


in situ has yet been published. 


Features oF EstutioMENE: oF SuBsEcT. 


Ksthioméne is most frequently found in women between 20 and 
40 years of age; it is rare under the age of 20 and only occasionally 
met with in women over 55, 

It occurs more commonly in the unmarried than in the married. 
Rarely are esthioménic patients mothers of large families; when the 
disease comes on late in life the patient is more likely to have had 
a number of healthy children than when it begins early in the 
patient’s history. Miscarriages, premature births and small families 
are commonly met with among the esthioménic. 
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The poorest and most neglected section of the community furnishes 
the bulk of the cases. Occasionally it happens that a patient is 
afflicted by esthioméne whose life is one of ease and whose habits 
are regular. In Germany and France a great number of very severe 
cases of esthioméne have been seen and described, and in both coun- 
tries the authors lay great stress on prostitution and a life of misery 
and neglect. There is no doubt that a direct relationship exists. 


ConpDITION oF GENERAL HEALTH. 


Subjects of esthioméne are often described as blooming, robust 
young persons. Many authors have expressed surprise that with so 
much destruction, often with strictures and fistule, there was so 
little constitutional disturbance. Dr. Grace Peckham Murray’s 
patient, though suffering from deeply spreading ulcers went about all 
day with heavy baskets plying her trade as a pedlar. Dr. Murray’s 
analysis of 33 cases published as esthioméne shows that 21 enjoyed 
good health, 5 had poor health, and in 7 the state of health was not 
mentioned. 

The stage of the disease determines the state of health. When 
fistulous tracts burrow into the rectum and intercurrent attacks of 
pelvic peritonitis make their appearance a cachectic state results 
which rapidly leads to a fatal termination. 


SyMPTOMS. 


The insidious nature of esthioméne is characteristic. For many 
months hypertrophy and ulceration may be present without the 
patient being aware of the condition. In the early beginnings there 
is a curious absence of burning, darting and pricking sensations. 

The patient may have known for some time that a “lump” was 
present in some part of the vulva but has taken no notice until a 
discharge appears which causes her to seek medical advice. ‘This is 
at times sought only when ulceration is getting extensive and itching 
becomes troublesome. Comparatively few cases are seen at a very 
early stage so that the beginnings are unknown. In the appended 
case of E.E. two small patches of inflammation and a small mass of 
inflammation around the urethra were present; it is one of the 
earliest cases described. Mven when the disease is well advanced 
there are few local disturbances; when incontinence of urine and 
feces result from fistulous burrowings there may be a remarkable 
absence of pain. The discharge from esthioménic ulcers is usually 
scanty and rarely offensive. 


History or Previous 


The disease which is most frequently found in the previous 
history of patients suffering from esthioméne is syphilis. The 
number of cases of syphilitic infection (usually contracted some 
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years previous to the first appearance of esthioméne) is striking and 
important. Many patients have a distinct history, others show 
indications of having had syphilis. The next disease in frequency 
is phthisis. Occasionally phthisis and syphilis appear to have been 
present concurrently. Trauma and abscess have at times been 


present and have been looked upon as the primary cause of 
esthioméne. 


ENLARGEMENT OF GLANDS IN THE GROIN, 


In a large percentage of cases of esthioméne the presence of 
enlarged lymphatic glands has been noted. This is almost always 
the case where syphilis has been present. The absence of such 
enlargements has at times been mentioned with some surprise by 
authors who described cases of esthioméne in syphilitic subjects. 


Duration, CoursE AND PROGNOSIS. 


One of the distinctive features of esthioméne is the prolonged 
course it runs. ‘This is due to the following reasons :— 

1. The chronic nature of the disease; acute ulceration is prac- 
tically never met with. In this respect the esthioménic 
ulcer resembles the callous ulcer of the leg which may 
persist throughout a lifetime. 

2. The tendency towards healing and cicatrization, a temporary 
arrest of the disease process with apparent response to 
treatment and followed sooner or later by a new breaking 
down of cicatrized portions. 

3. The general health is not seriously affected until the pelvic 

viscera become aftected, which occurs late. 

In the majority of cases of esthioméne recovery is complete and 
permanent. Cases which show response to treatment within the first 
two years of the history present a favourable prognosis. Very often 
those ulcerations which are comparatively acute and rapidly spread- 
ing respond more definitely than slow callous ones. Occasionally it 
happens that recovery appears to have been complete, but some small 
area of ulceration has persisted and when treatment is stopped esthio- 
méne recurs. Where the condition has existed for some years and 
response to treatment has been nil or slight and temporary with 
speedy relapses, the prognosis is very grave. The longer it persists 
the greater is the possibility of excavations and fistule appearing ; 
these invariably end in death from exhaustion. Intermittent attacks 
of pelvic peritonitis with vomiting, diarrhea and a febrile tempera- 
ture are typical of the last stages of esthioméne. Fatal cases are 
rare in our days, as the nature of the disease is now more generally 
recognized and as treatment is now within the reach of all. 

The appended case of M.L. points to the possibility that malig- 
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nant disease may supervene in esthioméne. No doubt this is a very 
rare occurrence but esthioméne itself is a comparatively rare condi- 
tion. Amongst the cases diagnosed and published as esthioméne 
malignant degeneration is not mentioned. There is a possibility 
that hypertrophy with ulceration of esthioménic nature may have 
existed undiagnosed for some time before carcinomatous elements 
made their appearance and were then considered part of the malig- 
nant process. 


Srx Cases or EstHioMENE. 


1. Case of M.L. Age 35, married. Occupation, pressworker. 
Diagnosis on admission, esthioméne. 

Personal History. Patient married at the age of 18. A mis- 
carriage at the second month in first year of married life. Soon 
afterwards had another miscarriage at the sixth week. In the 
following year gave birth to a full term child which was perfectly 
well until its eighth month when it died of bronchitis. Since then 
there have been no pregnancies. 

History of Previous Health. Patient was well until age of 15 
when she worked in an enamel factory and began to suffer from 
frequent colds and coughs. After marriage at 18 felt ill and has 
never been really well since. 

At the age of 22 had a severe attack of “ pleurisy and inflamma- 
tion of the lungs,” and patient states that she has been short of 
breath ever since. At 28 had some pain in the back and was treated 
as an out-patient at the orthopedic hospital. She wore a plaster of 
Paris jacket for two years, and her back has been better since. 

Menstruq@l History. Catamenia began at 15 and with intermis- 
sions during pregnancies have been quite regular and normal. 

History of Present Complaint. Patient consulted Dr. Th. Wilson 
on account of itching and soreness of vulva which have come on 
recently. There had been no similar trouble before. 

Itching worse at night. Discomfort amounting sometimes to 
actual pain increases on walking and is usually localised in vulva 
but sometimes radiates into right groin. Both pain and itching are 
greatly increased during menstruation and micturition. There is 
no difficulty in passing urine. Patient has noticed an occasional 
slimy and slightly blood-stained discharge from the vulva, quite 
odourless and small in amount. When discharging, the parts are 
more painful. Walking and standing causes it to increase in 
amount. 

General Condition. Patient is thin and looks delicate; there is 
a marked malar flush with cyanosis of lips. Finger tips are clubbed 
especially those of right hand. No pain or inconvenience are 
experienced at the present time. 
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Examination. Lungs, heart and spine show nothing abnormal. 

Inspection of Vulva. A mass of hypertrophied tissue is visible 
in right half of vulva. It represents the hood and body of the 
clitoris and the right labium minus. Not one of these structures 
can be distinguished from the mass which stands out in bold relief 
from the vulvar surface. Its surface is convoluted, rough, wavy, 
resembling the combs and wattles of birds. Its general colour is 
yellowish pink, while in the most projecting parts there is no ulcera- 
tion of the surface. The mass is sessile. ‘The tissue is firm, elastic, 
dry and fleshy to the touch. 

The other vulvar structures are normal in size. 

‘I'wo areas of ulceration are visible; one } x ? in. in size is situated 
at the anterior end of the left labium majus; it is red and moist, 
superficial, with faintly marked margins. The other ulcer is placed 
on the outer side of the hypertrophied area, near the posterior end of 
the fleshy mass; it is shallow and moist. 

Vaginal examination shows nothing abnormal. 

Inguinal regions: no scars, one enlarged gland. 

Operation. Excision of all hypertrophied and ulcerated portions 
of vulva. Removal of gland in right groin. 

Specimens. 1. The hypertrophied mass consisting of right 
labium minus, the clitoris and its prepuce, the vestibule. 2. En- 
larged right inguinal lymphatic gland. 

Naked-eye characters. Specimen 1. A fleshy mass of undiffer- 
entiated tissue, showing a dull opaque whitish surface of thickened 
skin tuberculated by blunt papille; the latter are slightly red and 
show abrasions as if on the point of giving way. 

A strip of skin half an inch wide around this mass shows on 
abnormal except for a small hard nodule in the vicinity of the 
anterior pole of the mass but separate from it. The ulcerated areas 
show unhealthy granulations. 

Microscopic Examination. Sections made of hypertrophied mass, 
gland and nodule show typical squamous-celled carcinoma. The 
stratum corneum is thinned and has disappeared in parts; large 
masses of darkly staining proliferating epithelium cells are seen 
growing downwards in solid pillars; numerous cones and keratinous 
whorls are seen lying detached in the deeper strata of subcutaneous 
tissues. 

The gland shows carcinomatous infiltration, 


OBSERVATIONS. 


1. No definite history of syphilis or gonorrhea could be elicited 
but the miscarriages and “one child sterility” indicate the possi- 
bility of such infection. 


2. Affections of respiratory system and spine suggest previous 
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tuberculous taint but lungs on examination were free from lesion. 
3. The hypertrophy and ulcerations of the vulva such as were 
found in this case are typical of esthioméne. The question arose 
whether the vulvar condition here was connected with syphilis or 
tubercle, or whether it was a condition per se, possibly due to trauma. 
Unexpectedly the microscope revealed malignant disease. Marked 
hypertrophy with very shallow ulceration do not occur with car- 
cinoma. It is possible that esthioméne has been present for some 
time and that malignant disease has supervened at a later stage. 


Section I. Low Power. The section shows typical epithelioma- 
tous tissue. Solid phalanxes of epithelial cells are seen pushing 
their way downwards into the subcutaneous tissues. The usual 
relationship between the skin layers is lost. 

One “ pearl” or whorl of compressed corneal cells are seen lying 
in the midst of an obliquely cut column of epithelial cells. 

Apart from a small amount of small cell infiltration the tissues 
in the vicinity seem normal, 

Section II. High Power. This shows a column of carcinoma- 
tous cells with a “ pearl” lying in their midst. 


II. Case of L.B. Age 28, married. 

Personal History. Married eight years ago. One child, full 
term, born three months after marriage, lived two days. No preg- 
nancies since, no miscarriages. 

History of present complaint. Patient complains of “ something 
in the seat” which causes much pain on sitting down and discomfort 
on standing and walking. 

Two years ago noticed a swelling near the anus which increased 
gradually; 6-7 months ago it began to discharge. Discharge was 
brownish, sometimes blood-stained and fetid. Pain has come on 
lately. 

History of other illnesses. Has had a “ bad sore throat ” several 
times. Also suffers from severe headaches and has a “rash on the 
arms coming out from time to time.” No other illnesses. 

Catamenia. Began at 16, always been regular. 

Family History. Father and mother, four brothers and one 
sister alive and well. 

Husband has been a brass-caster and hawker alternately since 
he was 15. Five years ago was in the army for 1} years but was 
discharged. 

Local Condition. Patient had been attending the General Hos- 
pital, Birmingham, for some time as an out-patient and the condition 


was diagnosed as “a condylomatous hyperplasia of anal and vulvar 
tissues,” 
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On admission to Ward 15. A nodular hard swelling with a scar 
is present in the right groin, hard, enlarged glands in the left groin. 

Vulva: At the left margin of the anus is a nodule about the size 
of a hazel nut, firm and inelastic. The skin round the anus is 
thickened, red and moist. There is a small ulceration on the left 
side of the anus. A depression and fold of skin on the right. At 
the posterior part on the inside of the right labium majus is an 
irregular ulcerated area. 

Treatment. Tnunctions of unguentum Hydrargyri 3i daily, 
until salivation occurred; after that administration of potassium 
iodide. 

A small amount of tissue was removed for examination from the 
hypertrophied area near anus and the ulcerated area on vulva. 

Within a few weeks the parts around vagina and anus were 
healed but there was a good deal of hypertrophy and atresia of 
sphincter ani. 

OBSERVATIONS. 

1. A definite history of acquired syphilis manifesting itself by 
sore throats; rashes, headaches, and “ one child sterility.” 

2. The presence of ulceration and hypertrophy. 

3. An interesting fact is the rapid response of the local condition 
to antisyphilitic treatment. The disease had obviously been con- 
tracted eight years previous to treatment; the symptoms were those 
of the secondary stage ; the local changes were early and fairly acute. 

Microscopic Examination. The parts removed show the usual 
dense inflammatory tissue associated with syphilitic lesions. The 
dermis and subjacent structures are infiltrated by large masses of 
plasma cells. The stroma is dense, the vessels greatly thickened. 
The various layers of the true skin have lost their natural inter- 
relationship. The corneal layer is thinned and the stratum Malpighi 
is greatly increased. Solid pillars of slightly oedematous prickle 
cells extend into the tissues below. 

Microscopic section of hypertrophied tissue. Low power. Den- 
sity is its main characteristic; small-celled infiltration and vascular 
engorgement are at their height, while marked fibrosis makes its 
simultaneous appearance in thickened capillary-walls and _ solid 
connective tissue stroma. 

The epithelium is thickened, cedematous and unhealthy. 


Case III. E.J.H., age 22, single. 

Complaint. “A breaking out” in the vulva for three years. 

Diagnosis. Tubercular or syphilitic ulceration. 

Condition on Examination. On the inner surface of the right 
labium majus is a large ulcer with sharply cut edges, 2 inches long, 
2 inches broad, At the base is a thick greyish adherent slough. 
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Case Low Power, 


Case Section Low Power. 
Photograph by Dr, Hewetson, 
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Was admitted to Ward 15 General Hospital, and put on anti- 
syphilitic treatment which brought about slow but complete improve- 
ment, 

A small portion of the edge of the ulcer was removed for 
examination. 

Microscopical Examination. The epidermis is greatly thinned ; 
in some places it has disappeared altogether. A few thin detached 
lamelle of fibrous deposit are visible on the surface. The papille 
of the dermis have disappeared; their places are taken by typical 
fairly recent inflammatory tissue-elements with numerous vessels. 
There is some extravasation of blood. The vessels are thickened. 
The cellular infiltration is more extensive in the deeper structures 
where the inflammatory processes are more marked. 


OBSERVATIONS. 

1. Complete absence of history of syphilis, tuberculosis and 
trauma, 

2. The condition improved under anti-syphilitic treatment, and 
finally complete cure was established. 

3. The inflammatory tissue here found was typical of the kind 
present in syphilitic lesions. 

Section I. Photograph by Dr. Hewetson. Low Power. Floor 
of Ulcer. 

The whole thickness of the skin, both dermis and epidermis, 
is destroyed. No surface epithelium left anywhere. A dense mass 
of darkly staining small cells lying in a mass of fibrinous material 
replaces the skin layers. Immediately beneath this a stratum of 
young connective tissue with numerous new vessels and early spindle 
cells is visible. Deeper still we find well organized fibrous tissue 
with rare groups of small cells, thick vessels, wavy translucent bun- 
dles of connective fibres showing occasional nuclei. 

Section II, Photograph by Dr, Hewetson. Low Power. 
Portion of tissue from vicinity of ulcer. 

The epidermal epithelium is comparatively thin, but shows no 
disintegration apart from a tendency on the part of the stratum 
corneum to shed. In the subcutaneous tissues we find occasional 
outposts of inflammatory foci consisting of a circumscribed mass of 
round cells. Here and there we come upon a thickened vessel. 

Section III. Photograph by Dr. Hewetson. High Power. 
Portion of tissue taken from the edge of the ulcer. 

The epidermis shows edema and general disintegration of all its 
layers. The corneal layer is thickened and vacuolated. The cells of 
the stratum corneum stain feebly in parts and show broken up 
nuclei. The normal relationship of the epithelial cells of the 
stratum mucosum to the corneum is lost. The dermal papille are 
irregular; the interpapillary epidermal columns have varying shapes 
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and grow in different directions. Groups of large fat globules are 
situated in the midst of skin layers. In the subcutaneous tissues we 
see occasional groups of inflammatory cells. 

Section IV. Photograph by Dr. Hewetson, Low Power. Section 
from hypertrophed mass of tissues. 

This section shows very dense fibrous tissue of old standing with 
many wavy strands of connective tissue fibres and few cell elements. 
The blood vessels are exceedingly sclerosed; the connective tissue 
lamine in their vicinity show a concentric arrangement around the 
vessels. Extensive fatty degeneration of the tissues is taking place. 

Section V. Photograph by Dr. Hewetson. High Power. Section 
from edge of hypertrophied mass. 

This section shows inflammatory tissue of fairly recent date. The 
chief elements are large numbers of small round cells which form 
very dense masses in some parts and numerous blood vessels. Some 
of these are widely dilated and engorged with red blood cells. Others 
have thickened walls surrounded by young connective tissue. 

Section VI. Photograph by Dr. Hewetson. High Power. Blood 
vessels showing marked sclerosis and endarteritis. 

Situated in the deeper strata of the fibrous mass, the blood vessel 
shows a tunica intima enormously thickened and tending to obliterate 
the lumen. The endothelium is disintegrated in parts, showing 
irregular thickenings which project into the lumen. In some places 
the endothelium has disappeared. Both the middle and outer coats 
are immensely hypertrophied. There is a marked increase of 
muscular tissue in the middle coat, especially in the longitudinal 
layer. The main bulk of the vessel wall is formed by fibrous tissue 
which is interspersed between the muscular fibres and heaped up 
around the vessel. The outer coat merges into surrounding undif- 
ferentiated fibrous tissue. The vessel indicates a process of fibrous 
degeneration of very long standing: 


Case IV. C.N., age 34, married. Nullipara. The wife of a 
discharged soldier, admitted to Wolverhampton General Hospital 
under Dr. Thomas Wilson with ulceration and hypertrophy of the 
vulva, 

Condition on Admission. An emaciated anxious looking woman 
of medium height and build. 

State of Vulva. The labia majora were greatly enlarged by a 
solid edematous swelling, and the clitoris was elongated to 2} in. 
and was lin. in diameter. There was an irregular deep callous ulcer 
in the vestibule and adjacent anterior vaginal wall; another at the 
posterior commissure. There was narrowing of the vaginal orifice 
by firm, unyielding tissue. A similar stenosis was present of the 
anus and the rectum. Round the anus several polypoidal out- 
growths, the size of marbles, were present, 
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The patient suffered from incontinence of urine and sometimes of 
feces. 

On the day before admission an attack of diarrhea and vomiting 
commenced which continued for several weeks. Several further 
attacks took place while the patient was in hospital. They were 
accompanied by abdominal pain and tenderness and by enlargement 
and tenderness of the uterus which at times could be felt hard and 
firm above the pubes. 

Treatment. Mercurial inunctions, local application of black 
lotion, large doses of potassium iodide, were tried without effect. 

An anesthetic was given, clitoris and hypertrophic growths were 
removed, the raw surfaces and ulcerating portions scarified with 
Paquelin’s cautery. The vaginal and rectal atresie were forcibly 
dilated. 

After this procedure there was some improvement and the patient 
was discharged some time afterwards. 

Later History. After discharge from hospital the patient became 
rapidly weaker and thinner owing to continuous incontinence of 
urine and feces and recurring attacks of pelvic peritonitis. An 
abscess formed in the left groin which broke through the skin and 
discharged thin pus. A second abscess formed gradually on the 
upper and inner aspect of the right thigh. 

The ulceration of the vulva continued to spread. 

The patient finally died of exhaustion after a severe attack of 
vomiting and diarrhea, 

OBSERVATIONS. 

1. A hypertrophied mass of tissue was present. Ulceration of the 
vestibule and posterior wall of vagina, stricture of the rectum and 
atresia of the vagina. The ulceration in the groin in conjunction 
with pelvic pain and tenderness, vomiting and diarrhea suggest the 
spreading of the ulceration to the anterior rectal wall and implica- 
tion of pelvic peritoneum. 

2. Death was due to exhaustion caused by a chronic septicemia 
and intermittent attacks of subacute peritonitis. 

3. There was no cefinite history of syphilis. Marriage (with 
discharged soldier) was childless; this may be taken as a possible 
indication in the direction that patient suffered from acquired 
. syphilis. 

4. Duration: 11 years. Any other type of ulceration but the 
esthioménic one would have produced fatal symptoms at a much 
earlier stage. 

5. The absence of all response to antisyphilitic treatment is a fact 
frequently recorded in cases of esthioméne of this type. It is 
generally admitted that lesions of the vulva vagina and anus do not 
respond to antisyphilitic remedies. This fact, however, does not 
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exclude the possibility that the lesion is a syphilitic one. Response 
to treatment appears to depend on the stage and age of the local 
affection. 


Case V. E.E., age 58, married. Multipara. Patient has been 
married 42 years; had eight children of whom four died and four 
are well and strong. Youngest is 23 years old. One miscarriage at 
the age of 34. 

Complaint. Burning sensation in region of uterus and vagina, 
constantly present; occasional sharp shooting pains in vagina, pain 
during micturition. Blood-stained discharge from vulva for two 
years. Has been getting thin and not been feeling well for two 
years, 

History of previous health. usband is a soldier; she lived with 
him in India for 17 years, and while there had “ fever with ague ” 
and smallpox. Has never been strong since. 

Catamenia. Began at 14, regular, painless. Menopause at 50. 

Condition on Admission. Patient is very thin, face flushed and 
somewhat drawn. Has some pain in pelvic region. 

Inspection of Vulva. Round the urethra is a red fleshy body, 
very tender to the touch. Vaginal examination reveals nothing 
abnormal. Abdomen: nothing to note. Heart and lungs normal. 
Arteries greatly thickened. 

Operation. Patient was carefully examined under a general 
anesthetic. 

A red fleshy mass was seen surrounding the meatus urinarius; 
sessile, size of large pea, bleeding slightly when touched. Just 
inside the vaginal orifice on each side a red patch was visible not 
unlike a caruncle in appearance and surrounding it there were 
numerous small red spots, 

The cervix was dilated and the fundus thoroughly curetted. 
There was nothing abnormal in the curettings. The inside of the 
uterus was smooth and normal. The mucous membrane of the 
fleshy body around the meatus urinarius was incised and the body 
removed. The surface was cauterized. 

The mucous membrane over the red area in the vagina was incised 
and stripped off the vaginal wall; the raw surface was sutured with 
silkworm gut. 

Microscopic Examination. Both the red patches excised from 
the vaginal wall and the fleshy body around the urethra show inflam- 
matory tissue of great vascularity with extensive round-cell infiltra- 
tion and blood extravasation. No formed elements are present. 


OBSERVATIONS. 


1. This case resembles the condition which Huguier calls“ esthio- 
méne superficiel, erythémateux et tuberculeux ”; “1’épaisseur de la 


Kurz: Esthioméne 871 


peau semble étre augmenté excepté sur quelques parties. Ca et la 
on observe des points plus rouges, comme papuleux. Le tissu céllu- 
laire sous-cutané est légerement tuméfié et infiltré. Cette variété 
d’esthioméne coexiste le plus ordinairement avec les autres espéces 
d’esthioméne.” 

The red raised areas in the vagina correspond to this description, 
while the fleshy mass around the urethra indicates that the process 
of hypertrophy has begun. 

The history indicates syphilis. 

Section. Low Power. Floor of ulcer and subjacent tissues. 

Epidermis completely disintegrated showing only a few vestiges 
of edematous epithelium cells. The subcutaneous tissues are trans- 
formed into dense fibrous masses. In some places the connective 
tissue is completely organized, forming a dense homogeneous mass, 
in others wavy strands of fibres are still visible. 

The vessel walls are enormously thickened. There is no vascular 
engorgement and no small cell-infiltration; the inflammatory stage 
is over and the process of chronic fibrosis is complete. 


Case VI. P.P., age 34, married. Multipara. 

Diagnosis. Esthioméne of vulva and vagina. 

Local Condition. Vulva is a brownish-red colour, showing 
slightly swollen areas of shiny cicatricial tissue. 

Two small external piles are seen on the anterior part of anus. 
The labia majora is normal. 

On separating the labia minora a firm mass becomes visible, 
projecting out from the lower portion of posterior wall of the vagina. 
It is pale red and moderately firm to the touch. On each side of this 
mass, in front of the fourchette are two small ulcers about } in. in 
diameter. They have clear cut edges; their floors are covered with 
pale weak granulations. The depth of the ulcers is about }in. The 
left ulcer runs obliquely upwards and backwards and communicates 
directly with the anterior rectal wall. 

The meatus of the urethra is much contracted and admits a small 
catheter with difficulty. 

The upper part of the vagina is healthy; the lower half is covered 
with small nodules and is contracted. Uterus and appendages are 
normal. 

Personal History. Married at 20. Husband a_ bricklayer. 
Children, 5; two died in infancy; 3 alive and well. Labours easy 
and normal with rapid convalescence. 

Previous Illnesses. During last pregnancy, 7.e., nine years ago, 
caught a sore on vulva from husband; carried child to full term; it 
was quite healthy. Six weeks after birth of child had an abscess in 


872 Journal of Obstetrics and Gynecology 


right groin which took several weeks to heal. Has never had a rash 
or sore throat, 


Family History. Father died et. 65 of heart disease. Mother 
died wt. 77. Three sisters alive and well. 


History of present illness. In January 1904, patient had 
“rheumatic” pains. At about the same time she felt “something ” 
give way near the anus and bled a little. Ever since she has been 
having a discharge from the vagina. There has been no pain. After 
defecation patient has noticed a discharge from the anus and the 
vagina; motions have at times been blood-stained. 


Lately there has been frequency of micturition. 


Catamenia. Regular until two years ago. Lately has men- 
struated only half the normal number of times. Leucorrhea, some- 


times blood-stained, very severe for the last 14 months. Bowels have 
always been regular, 


General condition. No wasting, no loss of appetite. No enlarged 
glands, but scar in right groin. 


OBSERVATIONS. 


1. This case corresponds to Huguier’s type of “esthioméne 
hypertrophique et perforant.” A mass projects from the vagina; a 
vagino-rectal fistula is present; the urethra is stenosed. 


2. There is a clear history of acquired syphilis; the infection 
begins definitely with a local sore and sterility dates from the time 
of infection. 


TABLE I. 
History of 
’ Name and Status. Age. Syphilis. General Health. 

I. M.L.; married; primipara; 35 Yes. Delicate. 
pressworker. 

II. L.B.; married; primipara; 28 Yes. Suffering from symptoms of 
wife of discharged secondary syphilis. 
soldier, 

Ill. E.H.; single. a2 Probable. Not stated. 

IV. C.N.,; married; nulli- 24 Probable. Very poor health. Profound 
para; wife of dis- cachexia. 


charged soldier. 

V. E.E.; married; multi- 58 Probable. Poor. 
para; wife of soldier 
in India. 

VI. P.P.; married; multi- 38 Yes. Poor. 
para. 
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TABLE II. 
Diagnosis Duration of 
Name. Symptoms. on Admission. condition. 
I. MLL. Pain and itching. Esthioméne. Three years. 
II. L.B. Discomfort on sitting and Condylomatoushyperplasia Two years. 
walking. of vulvar and anal tissues. 
III. E.H. Not stated. Syphilitic or tuberculous Three years. 
ulceration of vulva. 
IV. C.N. Incontinence of feeces and Syphilitic ulceration. Eleven years. 
urine; attacks of abdo- 
minal pain with vomit- 
ing and diarrhcea. 
V. E.E. Burning pain; anddysuria. ‘Inflammation of the Two years. 
vulva.” 
VI. P.P. Incontinence of feces. Esthioméne. Two years. 
TABLE ITI. 

Name. Condition of the Vulva. Response to Treatment. 

I. M.L. Marked hypertrophy of the Operation; excision; after 
clitoris and right labium history not known. 
minus ; two shallow ulcers ; 
some discharge; enlarged 
gland in groin. 

II. LB. Hypertrophied mass around Anti-syphilitic treatment; 
anus; stricture of rectum; cure. 
scar and gland in groin; 
deep ulcer in right labium 
majus. 

Ill. E.H. Great hypertrophy of right Anti-syphilitic treatment; 
labium minus; large ulcer excision; cure. 
on inner surface of right 
labium majus. 

FV. Great hypertrophy of clitoris Anti-syphilitic treatment ; 
and labia majora; atresia operation; no response; 
of vagina; greatdeformity; death from cachexia. 
fistulee of rectum and ure- 
thra; extensive ulceration. 

V. E.E Large hypertrophied mass Excision and cautery ; after 
round urethra; two ulcers history not known. 
near ostium vagine. 

VE. FP: Fistulous ulceration extend- Excision and anti-syphi- 


ing from vulva into rectum, 
hypertrophied areas in 
vagina. 


ASTIOLOGY. 


litic treatment ; after his- 
tory not known. 


Theories that have been advanced regarding the pathological nature 


of esthioméne. 


A rapid survey of the different views that have been advanced 
regarding the cause of esthioméne shows the difficulty encountered 
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by the older writers to distinguish without the aid of the microscope 
between the various types of hypertrophy with ulceration. It must 
be remembered that many wrote before the days of the discoveries 
of the bacillus of Koch and the spirocheta of Schaudinn, and also 
that many of them drew their conclusions from the history and 
clinical aspect of the case alone without verifying their theories by 
a careful examination of the tissues. The following are the theories 
which have been supported by various authors :— 

1. Esthioméne is due to tuberculosis, local or general. 

2. Syphilis, a tertiary or parasyphilitic manifestation. 

3. Malignant disease, epithelioma, or a form of rodent ulcer. 

4. A form of elephantiasis, either a “ Stauung’s elephantiase ” 
(lymphatic obstruction elephantiasis), or an “ inflammatory elephan- 
tiasis,” local thickening after inflammation. 

5. A purely inflammatory condition, most frequently caused by 
trauma or local irritation, and sometimes following other lesions 
such as tuberculosis or syphilis. 

6. A disease sui generis of unknown nature. 


1. Tuberculosis. The idea that esthioméne or lupus vulve is a 
tuberculous manifestation was widely held. Its chief advocates 
among the eminent writers of the nineteenth and twentieth centuries 
are Bernutz, Fiquet and Pozzi. We have already seen that Bernutz 
was the first to ascribe to “ lupus vulve ” a tuberculous nature. His 
views were adopted by Fiquet who noted the presence of phthisis in 
a third of his cases afflicted by “lupus vulve.” Pozzi in 1907 stated 
that he thought all cases of lupus vulve or esthioméne directly or 
indirectly due to tuberculosis. 

Comparatively few of those authors who retained the term 
“lupus” and saw a resemblance between lupus of the perineum and 
lupus elsewhere held that they partook of the same pathological 
nature. ‘The term “lupus” implied to the earlier writers merely 
“a process of eating away.” They did not venture to express any 
views on the cause of the process. Huguier, Guibout, Angus Mac- 
donald, and Mathews Duncan saw a resemblance between lupus of 
any part of the skin and esthioméne, but did not connect either with 
tuberculosis. Mathews Duncan makes the following statement: 
“The name of lupus is retained in order to avoid change and because 
the character of the disease brings it into alliance with the ordinary 
run of such cases.” He uses the term lupus in preference to esthio- 
méne because since it expresses the “ eroding character of the disease, 
including ulceration, inflammation and hypertrophy variously com- 
bined.” In his first essay: “ Lupus of the Pudendum ” (J/ed. Times 
1884), he states that: “There is much resemblance between this 
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form of lupus and that of other parts but I do not tell you that they 
are pathologically the same as is generally believed.” 

He concludes by saying: “The disease has been said to have 
alliance with scrofula but I have failed to trace clinically any such 
connection.” 

In the same strain writes Angus Macdonald. He says: “There 
is no essential difference in lupus of the vulva and lupus of any other 
part. Various attempts have been made to connect lupus with 
certain cachectic conditions such as syphilis or scrofula. The latter 
view is especially common among the French authors.” 

From the foregoing we conclude :— 

1. That to many authors lupus was a term that implied a slowly 
increasing and widely destructive ulceration the nature and cause 
of which were unknown. 

2. That owing to a superficial resemblance between lupus on any 
part of the body and esthioméne the name of lupus was applied to 
the latter. Before Huguier’s introduction of the term “esthioméne” 
all ulcerations of the vulva were designated by the name of lupus. 
He did not discard the old name and much confusion resulted from 
this, especially later when the nature of lupus became known. 

3. Some of the older writers, aware of the relationship of lupus 
to tuberculosis, rejected the view that esthioméne was a tuberculous 
lesion, but still did not discard the name of lupus in describing 
esthioméne. The name of lupus signifying in the light of new 
knowledge a tuberculous lesion of skin and subcutaneous tissues is 
fallacious as applied to esthioméne, since the latter is not a tubercu- 
lous lesion. Vulvar tuberculosis presents totally different charac- 
teristics from esthioméne. The term lupus should be altogether 
omitted in the discussion of esthioméne, and “ tuberculous ulceration 
of the vulva” in preference to “lupus” should describe all cases 
where tuberculous tissue is found. 


2. Syphilis. The syphilitic nature of esthioméne has been 
admitted by Jonathan Hutchinson, Malcolm Morris and many 
German authors. It is surprising that many authors of detailed 
accounts of cases of esthioméne appeared to omit enquiry into a 
history of syphilis. In many cases published no note is made regard- 
ing history of previous health. In Dr. Grace Peckham Murray’s 
tabulated analysis of 33 cases, 19 probably had syphilis, 7 had a 
definite history of syphilis, and the rest showed no record. A general 
survey of the literature of the cases published as esthioméne conveys 
to the analytical reader the impression that a syphilitic element is 
present in every case. Dr. Grace P. Murray and Deschamps con- 
sidered syphilis the most probable causative factor of esthioméne. 
Veit, Koch, v. Winkel and other German authors declared syphilis 
to be the only cause of esthioméne. 
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3. Cancer. Cancer has been held by some writers (Deschamps 
and Murray) to be one probable cause of esthioménic manifestations ; 
others again (Brodie, Cooper and Paget) declared all cases due to 
cancer. Macnaughton-Jones held that “lupus vulve may be con- 
sidered an epithelioma,” and again he said that it might be con- 
sidered in the light of a rodent ulcer. His views were not supported 
by microscopic examination. There is no doubt that malignant 
degeneration may occasionally though rarely occur (see case of M.L.) 
and the cancerous elements may destroy rapidly all signs of pre- 
existing esthioméne. ‘This occurrence has no doubt contributed to 
the reputation of mortality of the disease. 


_ 4, Elephantiasis. According to some German authors esthio- 
méne is a form of elephantiasis. ‘he term “ Stauung’s elephan- 
tiase ” was introduced by F. Koch to designate the form of elephan- 
tiasis which is produced by lymph-channel obstruction. This 
lymphatic obstruction he thought might be due to previous lymph- 
glandular inflammation, and sometimes operative removal of glands 
trom which the tissues of those areas that they drained were unable 
to recover and became the seat of suppuration and disease especially 
cancer and tuberculosis. Koch was unable to prove syphilis or 
tuberculosis in the cases cited by himself. Other authors, though 
sharing Koch’s view that esthioméne is a form of elepantiasis did 
not ascribe it to lymphatic obstruction but merely to a connective 
tissue hyperplasia produced by a long continued inflammatory 
process. 


5. Inflammation. That esthioméne is a purely local inflamma- 
tory condition without any relationship to constitutional disease is a 
view frequently expressed. André Boursier (‘‘ Précis de Gynéco- 
logie”’) held that esthioméne “est une ulcération chronique de la 
vulve due ordinairement & des causes banales et se compliquant d’un 
élément hypertrophique résultant d’un processus éléphantiasique.” 
Dubreuilh et Bran in their Thése de Bordeaux state that it is merely 
“une ulcération chronique ne présentant rien de spécifique.” Dupuy 
et Rullier (1907) maintained that it is neither syphilitic nor tuber- 
culous in origin but merely a chronic ulceration with subsequent 
hardening. 

R. W. Taylor (1889) thought that some cases were due to inflam- 
mation caused by trauma or irritation of purely local occurrence, 
while others followed local syphilitic manifestations though not being 
syphilitic lesions themselves. He states: “That a large and perhaps 
greater number of chronic deforming vulvar affections are due to 
simple hyperplasia of the tissues induced by irritating causes, 
traumatisms and irritations.” “That many cases are due to simple 
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hyperplasia in old syphilitic subjects who suffer from chronic 
ulceration of the vulva long after all specific lesions have departed.” 


6. The last theory to be mentioned and the one least frequently 
met with is that esthioméne is a disease per se of unknown nature. 
Isaac Taylor of New York advocated that “ esthioméne or lupus 
vulve might from several peculiarities which appertain to it be 
considered a disease sui generis.” Le did not forward any theories 
regarding the possible nature of this disease but was inclined to 
think it a “ local disease grafted on a constitutional one such as 
cancer, syphilis or tuberculosis.” He has apparently remained the 
only advocate of this view. 


Tur AuTHOR’s VIEWS ON THE NATURE OF ESTHIOMENE. 


A careful analysis of the cases of esthioméne that we were enabled 
to study and of the vast amount of literature published on the subject 
lead us to the conclusion that it is a manifestation of tertiary syphilis 
and that the syphilitic virus is the sole cause of the condition. ‘There 
can be no doubt that a number of accessory factors have a marked 
influence on the course and appearance of esthioméne, but they could 
not be mistaken for the causes of a state which, considered from 
every possible point of view, bears the stamp of syphilis. Such 
accessory causes are inflammation, abscesses, uncleanliness, and above 
all a low state of health aptly termed by the French “la misére 
physiologique.” ‘That irritation with inflammation of the parts 
could be the sole causative agents of a state characterised by deep 
and wide spreading ulceration extending into the pelvic organs is 
inconceivable. Nor can we understand how recent authors can read 
“tuberculosis” into a case of esthiomene which is so different in 
appearance, histology, symptoms and results to a tuberculous state 
of the vulva. A case of esthiomeéne is occasionally met with which 
may at the outset simulate tuberculosis, cancer or indurative elephan- 
tiasic edema. Such cases are, however, rare, and a careful enquiry 
into the history of the case cannot fail to enlighten the student 
regarding the class of disease to which such a case should be 
relegated. When a portion of tissue can be removed for examination 
a first glance through the microscope reveals the true nature. A 
positive Wassermann reaction will confirm it. With our present 
day knowledge of the bacillus of Koch the spirocheta pallida, the 
tissues of gummata, cancer, etc., and with the serum test for syphilis, 
no mistake regarding the diagnosis of esthioméne can arise. In 
recent years the term of lupus vulva has characteristically given 
place to “tuberculosis of the vulva,” and the name of uleus vulve 
has been dropped. Huguier’s term “ esthioméne”’ is now but rarely 
used which seems a matter of regret, for if used in the definitely 
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understood sense that it is a tertiary syphilitic manifestation it 
replaces the cumbersome expression: “syphilitic hypertrophy of the 
vulva with ulceration.” 

We shall now proceed to state on what grounds we base our 
conclusion that esthioméne is a syphilitic manifestation. 


Social status and personal history. 

The poor and neglected furnish the largest number of cases. 
Servants and laundry workers, wives of soldiers and sailors count 
among its most frequent victims. Sterility, relative and absolute, 
is common. Large families are only met with where the disease 
comes on late in life. 


Age and period of occurrence. 

“As regards the date of the outbreak it can be said that tertiary 
syphilis may appear at any date after infection from the first year 
onwards; in rare cases they may become manifest even while the 
secondary eruptions are still present. More usually there has been 
a period of quiescence and apparent health between the secondary 
and tertiary phenomena; years of greatest incidence are the second 
and especially the third after infection” (F. W. Andrewes). The 
variability in time of the appearance of tertiary lesions, at the end 
of the secondary stage or after a long period of apparent cure explains 
the great differences in the age incidence of esthioméne. Although 
from 20-40 seems the commonest period yet it may occur before or 
long after that age. A granuloma appearing in the region of the 
perineum after a long period of apparently perfect health is a 
common manifestation of “latent syphilis.” 

The histories of the six appended cases point to syphilis directly 
or indirectly : — 

1. C.N., wt. 24, wife of discharged soldier, never had a child. 

2. M.L., wet. 35, pressworker; married et. 18; had two abortions 
first year of married life. One full-term child second year; it died 
in infancy. No children since though married 17 years. “After 
marriage began to feel ill and has never been quite well since.” 

3. H.E., et. 58. Has been married 43 years. Had eight children 
of whom four died. Husband soldier in India where patient spent 
17 years with him. Has never been quite well since then. 

4. P.P., et. 38. Married et. 20. Had five children. “ During 
last pregnancy caught a sore on vulva from husband.” Though but 
29 years of age at that time has had no children since. 

5. E.J.H., et. 22. Single. Three years ago had a “ breaking 
out on the vulva.” 

6. L.B., wet. 28. Married et. 20. One child born three 
months after marriage lived two days. No children since. Has 
had sore throats several times, also a rash on both arms from time 
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to time and suffers from severe headaches. Husband has been brass- 
caster and hawker alternately since age of 15. Was in the army for 
1} years but was discharged five years ago. 


State of health. 

For many years esthioméne may persist and progress without 
producing any marked change in general health. In most cases, 
however, some other indication of syphilis is present concurrently, 
such as anemia, lassitude, rashes or headaches. The patients whose 
cases we append were anything but healthy. It is important to note 
that the appearance of esthioméne does not constitute an attack on 
the general health, the patient may appear fairly healthy until the 
ulceration begins to burrow deeply. 

1. C.N., emaciated and anxious looking; deeply burrowing 
ulceration. 

2. M.L., patient thin and spare, looks delicate. 

3. H.E., has been getting thin the last two years and feels ill. 

Where esthioméne appears as an isolated affection after many 
years of good health there is very little constitutional disturbance. 
Where, however, it appears early in the course of syphilis, while 
there are still external evidences of the secondary stage, the general 
health is poor even if the esthioménic lesion is slight. As a rule 
esthioméne assumes a much severer form in early acute cases of 
syphilis than in late tertiary cases, 


Symptoms. 

It is surprising how little inconvenience esthioméne may cause 
to the sufferer. Some apply for medical relief early because they 
are alarmed by the presence of ulcers and thickenings of the parts; 
others do not come for advice until itching or discharge cause incon- 
venience. In our day it is uncommon for patients to wait for relief 
until the ulceration has attacked the urethra, bladder or rectum. 
There is rarely any pain and examination of parts causes no suffér- 
ing. ‘The painlessness of syphilitic ulcers is a characteristic feature. 


Enlarged inguinal glands. 

The presence or absence of enlarged inguinal glands does not 
influence the diagnosis of esthiomene. Where enlarged glands are 
reported it is frequently the case that esthioméne has supervened on 
the secondary stage of syphilis. With extensive ulceration of the 
vulva it is natural to find “septically infiltrated” glands. Such 
glands are usually large, firm, elastic and isolated, easily distin- 
guished from the hard, small, shotty buboes connected with each 
other by thick stringy lymph-channels, so typical of early syphilis. 
Both types of glandular enlargements may be present in esthioméne. 
Often no infiltration is palpable, even in a severe case. 
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Cicatricial tissue in tertiary syphilis. 

The cicatricial tissue which follows in the wake of syphilitic 
ulceration is characterized by its bulk, its tendency to contract 
strongly and to break down again into ulceration. These features 
we find present in the fibrous tissue following esthioméne. The 
deformity found may be enormous, the parts being anatomically 
unrecognizable; strictures follow even slight degrees of esthioméne; 
repeated breaking down of healed ulcerations and of hypertrophied 
masses is the cause of the chronic nature of the condition. 


Duration, course and causes of death. 


The chronicity of esthioméne is a significant feature. All tertiary 
syphilitic ulcers are notoriously slow to progress and slow to heal. 
In no other ulcerative condition is the history so prolonged, so 
eventful of recurrences, and so little disturbing in its effects. The 
course depends largely on the early recognition and treatment of the 
condition. It may last a few months only, when it usually results 
in cure, or a great many years in which death almost invariably 
ensues, 

The causes of death are significant of syphilis. The syphilitic 
virus kills by indirect methods; it causes a general destruction of 
tissues, until one or other system specially hard hit refuses to func- 
tion and dissolution results. Esthioménic ulceration, in itself of no 
fatal import, becomes destructive to life when fistulous burrowing 
begins with its attendant malnutrition and toxic results. Copious 
thin fecal material is constantly escaping through a recto-vaginal 
aperture or through a communication between small intestine and 
vagina, in which case wasting is particularly rapid. The ulceration, 
burrowing widely, may affect all the pelvic viscera and, finally 
reaching the pelvic peritoneum, may establish a fistula between the 
viscera and the peritoneal cavity. This was the case in C.N. who 
suffered from numerous attacks of severe abdominal pain accom- 
panied by vomiting and diarrhea, no doubt due to intermittent 


slight attacks of pelvic peritonitis. These often bring the history to 
a close. 


Response to treatment. 


It has been said that esthioméne cannot be a syphilitic lesion 
because it does not respond to antisyphilitic treatment. 

Anyone acquainted with tertiary syphilitic lesions is aware that 
some yield with difficulty or not at all to mercury and potassium 
iodide; such lesions are frequently found in the mouth (leukoplakia), 
in the perineum and at the end of the alimentary canal (strictures). 
Esthioméne, when of a chronic nature and occurring late in the 
syphilitic history, often shows no response to treatment, especially 
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when fistule and strictures are present. Early cases on the other 
hand respond satisfactorily. It is therefore erroneous to diagnose 
a case as syphilis or not syphilis from its response to antisyphilitic 
treatment. The fallacies are, firstly, that some lesions do not yield 
to such treatment; secondly, that the alterative effects of potassium 
iodide influence other inflammatory conditions besides syphilitic 
ones; and thirdly, where other lines of treatment have been used, 
rest, feeding, cleanliness and scraping, it would be obviously 
fallacious to ascribe the cure to antisyphilitic treatment alone. 
In the cases appended, four were cured by antisyphilitic 
treatment combined with surgical interference, one with antisyphi- 
litic remedies alone, and one (C.N.) in whose case such treatment 
was carried out intermittently over many years showed no response 


whatever and died after suffering eleven years from deep pelvic 
ulceration, 


Histology. 


“Tt is customary to regard the formation of gummata and the 
process of fibrosis, which are the essential lesions of tertiary syphilis, 
as two distinct changes. This is not strictly the case. Both are 
new formations of connective tissue, and at the outset are similar; 
but whereas in fibrosis permanent fibrous tissue is formed, in gumma 
the cells tend to early necrosis and death. In the one case the 
reaction achieves its goal, in the other it fails. If this be so it is no 
matter for surprise that the two processes are often seen in company ; 
i.e., that failure occurs in one part of the affected area and success 
elsewhere.” (F. W. Andrewes in “ A System of Syphilis,” edited 
by D’Arcy Power and J. Keogh Murphy.) Have we not here the 
exact picture of what happens in esthioméne? Is not the condition 
one of constant fibrous tissue formation, showing an ever-spreading 
margin of new granulative tissue, a heaping up of old fibrous tissue 
with a tendency to necrosis in one part and cicatrization in another? 

That the hypertrophied masses of esthioméne are gummatous and 
consequently undergo the same fate as gummata elsewhere to necrose, 
leaving indolent chronic slow-spreading ulceration, of that there 
can be no doubt. The cell elements are the same as those of gum- 
mata, the inflammatory cells are mostly plasma cells and lympho- 
cytes. Numerous capillaries are present; the fibrous coats of vessels 
are immensely thickened even at an early stage. Later the intima 
of vessels are also thickened. At any period of the existence of the 
gumma it may break down. This breaking down may occur early 
when the tissues surrounding the necrosed area are still infiltrated 
with plasma cells and the granulation tissue is new and vascular. 
Or it may occur later when the well-formed connective tissue has 
already settled down into strands of wavy fibrillated bundles. At 
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an early stage the necrotic cells look uniformly granular and gela- 
tinous. A zone of small darkly staining cells surrounds the necros- 
ing area. Beyond it we find the ring of never failing fibrous tissue 
from which cicatrizing processes will spread inwards when necrosis 
is completed and the breaking down tissues discharged. 

The sections of tissues from the appended cases show all these 
features. There are numerous areas where fat deposits, degenerating 
cells and spaces of uniform appearance without cell-elements mark 
the areas of impending necrosis. We find them surrounded by rings 
of small round lymph cells and plasma cells. At the edges of the 
hypertrophied masses we note the presence of fibrosis in every stage 
of formation. 

It may be asked: if esthioméne is of a gummatous nature with 
slow fibrosis, necrosis and repair, how can one account for the cases 
of rapid deep ulceration, spreading from the vulva into the pelvic 
organs and sometimes causing death within a few months and some- 
times within a few years of renewed attempts at cicatrization? (One 
case reported by Munier died 15 months after onset of esthioméne.) 
We give the answer in the words of F. W. Andrewes: “In addition 
to the formation of local gummata there is a diffuse type of perish- 
able granulomatous infiltration, which may attack the skin but is also 
apt to affect the fauces, pharynx and larynx. Here the tissues seem 
to melt away as it were by a process of rapidly spreading ulceration. 
The loss of tissue may be very great and the cicatricial contraction 
of the tissues concerned in repair may lead to serious deformities.” 

Granulomatous infiltration with wide-spread ulceration appears 
to occur in the ill-nourished wasting people with no powers of 
resistance. It appears to have some analogy to phagedenic ulcera- 
tion which undoubtedly occurs in those whose tissues from some cause 
or other show no attempt to combat the syphilitic virus. 

It may be stated here that phagedena is a rare occurrence in 
tertiary syphilitic ulcerations of the vulva. The granulomatous 
infiltration described above and sometimes occurring in esthioméne 
is not as rapidly destructive nor as extensive as phagedena. 


Why is esthiomene a tertiary manifestation of syphilis? 

1. Histologically esthioménic tissues are gummatous. They 
undergo the usual processes of necrosis and cicatrization with con- 
traction that we observe in gummata. 

2. Esthioméne makes its appearance several years after the 
primary infection. 

3. There rarely are concomitant lesions indicative of the second 
stage, though they do sometimes occur. 

4. Ulceration and fibrosis when they make their appearance in 
the secondary stage yield much more readily to treatment than when 
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they manifest themselves in the third stage. Esthioméne is obdurate 
in a large number of cases, 


5. Professor Fournier shows that the integumentary tissues are 
the commonest sites for early tertiary lesions to appear in. It is not 
surprising that esthioméne may appear after many years of good 
health, unaccompanied by other syphilitic lesions. This fact may to 
some extent explain the numerous mistakes of diagnosis which have 
been made with regard to this condition. 


Treatment. , 


1. Constitutional. If possible the patient should remain in bed 
until all ulceration is healed. In severe cases where there is 
destitution a prolonged stay in hospital should be enforced. The 
object is to prevent all irritation of the parts, to enforce absolute 
cleanliness, to improve the general condition of health by regular 
and ample feeding and to obtain facilities for consecutive medicinal 
treatment. With such means early and slight cases of esthioméne 
often yield rapidly and remain cured. 

The main medicinal treatment consists in the administration of 
mercurials and of potassium iodide. The mode of administration, 
dosage and length of period during which it is given will depend on 
the nature and stage of each case. The salvarsan treatment should 
be tried wherever it is possible to employ it. 

2. Local, Strict cleanliness is of extreme importance. Frequent 
warm baths are indicated. The bathing of parts with soothing 
lotions (opium where there is itching) keeps them quiescent and 
prevents rubbing and scratching. Lotio nigra may be used freely and 
the perineum should be kept as dry as possible and dusted with borax 
and calomel powder. Ulcers should be touched with five per cent. 
solution of silver nitrate, 


Where there are fistule with incontinence of urine and feces 
special care and trouble to keep the perineum clean should be taken. 

Operative measures are frequently indicated and prove of great 
value where no response to medicinal treatment has been observed, 
where the hypertrophy is increasing and the ulceration continues to 
spread. Operative treatment consists in removing the hypertrophied 
masses en bloc. Sometimes a considerable portion of the vulva has 
to be sacrificed. Where superficial callous ulceration exists, scrap- 
ing of the floor and edges is beneficial. When the ulceration is 
deep and burrowing scraping is of no avail. Fistule cannot be 
closed by operation on account of the unsoundness of the neighbour- 
ing tissues. Strictures, after the healing of surrounding portions, 
may be dilated; this is not always successful. 


Surgical treatment should never replace medicinal. Even if by 
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operation the parts are apparently cured, antisyphilitic treatment 
must be persevered with for fear of recurrence. 

We may here say a word on the early removal of a portion of 
tissue for microscopic examination. This should be done as soon 
as the case comes for treatment. Such a procedure may reveal 
malignant disease where it is sometimes least suspected (M.L.). 


Summary AND CoNCLUSION. 


1. Nomenclature. The term esthioméne, established in medical 
literature by the French writers of the nineteenth century, has been 
misunderstood and misapplied by many authors. We hold that it 
should be retained as a useful term replacing the expression “ hyper- 
trophy with ulceration.” It should be clearly understood that it is 
a tertiary syphilitic lesion. 

“ Lupus vulve ” should be replaced by the expression “ tubercu- 
losis of the vulva.” Lupus vulgaris as it occurs in the skin, often 
of the face, has not been known to occur in the perineum. Tubercu- 
lous ulceration and tuberculous hypertrophy, however, do occur 
in that region. 

The term elephantiasis has been applied to hypertrophy occur- 
ring in chronically edematous parts whence the return of lymph has 
become obstructed or rendered sluggish, and where owing to the 
unhealthy state of the enlarged parts a low form of chronic inflam- 
mation has set up. The hypertrophied masses of esthioméne are not 


edematous tissue enlargements; they are granulomatous growths 
with a tendency to necrosis. 


2. The Nature of Esthioméne. 

1. Esthioméne is not a disease swi generis. 

2. It is not a form of low chronic ulceration occurring on a soil 
weakened by constitutional syphilis or tuberculosis. 

3. Esthioméne is not a merely local inflammatory state following 
on irritation. 

4. There is no relationship between tuberculosis and esthioméne. 

5. The only connection existent between esthioméne and malig- 
nant disease is that the former may occasionally undergo malignant 
degeneration. 

6. Esthioméne is not due to lymph stasis hence it does not belong 
to the group of hypertrophies called “ elephantiasic.” 


3. Esthioméne a tertiary syphilitic manifestation. 

(a) A direct or probable history of syphilis is almost always 
obtained. 

(6) The majority of early cases of esthioméne respond to anti- 
syphilitic treatment. The late and chronic cases which do not 
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respond do not indicate that esthioméne may at times be due to other 
causes than syphilis; there are many tertiary lesions, such as stric- 
tures and leukoplakia and others which do not yield to the usual 
antisyphilitic remedies and which are none the less due to syphilis. 

(c) The chronic course of esthioméne marked by attempts at 
healing with subsequent relapses, the absence of local disturbances, 
the non-impairment of the general state of health indicate the 
syphilitic nature of the condition. 

(2) The masses of cicatricial tissue with subsequent contraction 
producing severe strictures and extensive deformities is typical of 
no other disease. Where the necrosing process is in excess over the 
tendency to fibrosis we have the enormous tissue destruction charac- 
teristic of syphilis. 

(ec) In no other constitutional disease is there such a constantly 
present combination of hypertrophy and ulceration as in syphilis. 
In elephantiasic hypertrophies there may be a small amount of 
ulceration. Often none is present. In tuberculosis of the vulva the’ 
ulceration is usually extensive and the hypertrophy of parts is 
slightly marked or absent. 


(f) The microscope reveals the typical gumma or granuloma of 
the third stage. 

(g) Up to the present time we find no cases recorded where the 
spirocheta pallida was found in esthioménic tissues. 

It is a well-known fact that the organism does exist though in 
comparatively small numbers in the lesions of the tertiary stage, but 
they are usually difficult to find (D’Arey Power and Murphy, 
. System of Syphilis”). With easier methods of demonstrating the 
organism the time will no doubt come when the spirocheta of 
Schaudinn will be seen in esthioménic tissues with the same ease as 
the bacillus of Koch in tuberculous lesions. 

(h) With equal certainty of proof will the positive Wassermann 


reaction relegate all cases of esthioméne into the field of tertiary 
syphilitic lesions. 


My sincere thanks are due to Dr. Thomas Wilson who kindly 
allowed me to publish his cases and to make use of the literature and 
sections related to them, and to Dr. John Hewetson to whom I am 


indebted for permission to use six excellent photographs taken by 
himself, 


Birmingham, June 1918. 
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Menstrual Molimina: Adult Cases. 


By Carnerine Cuisnoim, M.D. 


WueEn the enquiries into menstruation among girls (an account of 
which was given in a previous paper) were showing a large number 
of cases without accompanying disturbance, it appeared advisable 
to compare records of adult women, in order to ascertain if the cases 
of discomfort were about the same in number. It was therefore 
decided to make enquiries among adult women engaged in various 
oceupations, 

This investigation, however, proved much more difficult to make, 
for it was necessary, not to obtain information from patients, but 
from healthy women. It is impossible to ask large numbers of 
healthy women questions about menstruation orally. A set of 
questions was therefore drawn up and copies distributed to teachers, 
nurses, university students, and women engaged in industrial occupa- 
tions, such as weaving and spinning. It was with difficulty that a 
hundred cases were collected. Each person giving information did 
so on a numbered paper and a corresponding number was written by 
her in a sealed envelope enclosing her name. It was explained that 
the envelope was only as a proof of identity in case it was necessary 
to check the information and that unless the information was 
doubted the envelope would not be opened. 

In this way it was hoped that perfectly frank information would 
be given. Otherwise, nurses and teachers might have been afraid 
that their work would be prejudiced by the information given getting 
to the ears of those in authority over them. 

The records were all from women who were earning their living 
by industrial, professional or domestic work, or preparing for it at 
the university. Their ages varied to past forty. One or two were 
sufficiently young to overlap the ages of the adolescent series. 

The papers were not very well filled in, but the results seem worth 
stating. As only a hundred cases are recorded the percentage of 
cases with discomfort cannot be regarded as giving so accurate an 
account of the proportions of cases of the various molimina as in 
the larger number of girls. But it is possible to compare also the 
records of two other investigators—Marie Tobler has recorded 1020 
cases and Jane M. Ketsham has recorded two hundred cases of school 
girls, college girls, factory girls, clerks, stenographers. 

In the cases of adult women collected by the writer there were 
only 28 per cent. absolutely free from any pain or nervous dis- 
turbance, 7.e., 77 per cent. had some form of pain or discomfort. 
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Only 3 per cent. had pain so severe as to be sometimes incapacitating. 

Though 77 per cent. had some form of discomfort it is necessary 
to point out that the disturbance was in 45 per cent. of the writer's 
adult cases described as occasional or slight, and a further 12 per 
cent. only complained of irritability, melancholia, headache and so 
forth. 

In order to discover how far disturbances of menstruation 
actually affected regular work, enquiries were made of a matron of a 
nursing staff who stated that it was exceptional for a nurse to be off 
duty for this cause. 

A large office employing 225 male clerks and 139 female clerks 
made enquiries for the purposes of the Insurance Act into the days 
of absence through sickness of their clerks. They found that 132, or 
59 per cent. of the male clerks absented themselves for sick leave, 
compared with 62 women, or 46 per cent. 

The average number of days lost through sickness worked out at 
5°2 days for male clerks and 4°6 for female clerks. Obviously, the 
disorders of menstruation do not handicap the women in attendance 
at work. 

Nevertheless it is important to inquire into possible causes of the 
discomfort which does add in many cases an extra burden to the 
difficulties of life. 

If the local pain, the headaches, the tiredness were part of the 
physiological accompaniments of menstruation one would expect 
them to be present when the function is in the early stages of estab- 
lishing itself in young growing, often overgrowing, girls. 

But it is evident that much menstrual inconvenience increases 
some time later in life, that is, the disturbance is not primary but 
secondary. 

The relative frequency of menstrual disturbance appears to be : — 


Adults (writer’s cases) 
Marie Tobler’s cases... 84% 


CoMPARATIVE TABLE OF PAIN. 
Girls. Adults. 


Free from pain 986% 23% 
Occasional slight pain 18% 
Slight pain or discomfort ... w. 144% 50% 
Occasionally or always severe ... 5°8% 16% 
Incapacitating at times... 20% 3% 


Marie Tobler makes an elaborate analysis into cases of local, 
physical, and mental disturbance respectively. She considers phy- 
sical disturbance means malaise, general discomfort or weakness. 

Of the writer’s cases : — 


: 
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3 per cent. had local pain and physical and mental symptoms. 
38 a had local pain. 


11 ‘i had local and general physical symptoms. 
7 * had general physical symptoms but no local or 
mental ones. 
5 mm had mental symptoms. 
3 9% had mental and physical symptoms. 
10 - had mental and local symptoms, 
23 a were free from disturbance. 


This method of division appears rather artificial. It is exceed- 
ingly difficult sometimes to judge between what is a case of physical 
and what of mental disturbance. It would probably be better to 
group cases of mental disturbance together under the heading of 
general physical disturbance. The two divisions of general and local 
disturbance are based on the two manifestations of menstruation, 
i.e., (1) the local pelvic congestion and discharge, (2) the general 
disturbance chiefly controlled by the nervous system. 

If one consults a comparative list of the position of menstrual 
disturbance among adults and girls it is evident that— 

(1) There is a large increase in the general symptoms—head- 
ache, melancholia, lassitude. 
(2) There is an increase in pain in the legs. 
Table showing principal locations of the menstrual disturbances 
in girls and adults respectively in percentages of those suffering 
disturbance : — 


Girls. Adults. 
Pain in abdomen... 32% 
Indefinite discomfort, mostly referred 67% 

Pain in back alone 63% 6°4% 
Pain in back and front... 83% 9°6% 
Pain in legs 19% 
Cases of irritability or mental disturbance .... — 15% 


of total cases of total cases 
investigated. investigated. 


Headache or general physical disturbance ... 2°8% 19% 


Among the records of adults there were thirty cases where the 
intensity of the pain was said to have altered. In eighteen mens- 
truation started with pain which became worse. In nine it began 
with pain which later diminished. 

Among the eighteen who began without pain but later developed 
it, six still later in life improved somewhat. All the information 
that it was possible to obtain about the influence of general health or 
surroundings is in regard to three of these cases. Two of them 
began without pain, developed it later and are now again better; the 
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third began with severe pain and is now better. The first was a case 
which developed gastric ulceration with hematemesis and, after 
prolonged care and nursing, recovered her health and with it free- 
dom from pain at the period. 


The second was a girl who was subject to rheumatism. She 
commenced to menstruate early, painlessly. After two years, she 
developed some pain. At about twenty-four she had an acute attack 
of rheumatism. She was in bed for months, completely recovered 
her health, and now menstruates painlessly. 


The third was a woman, who, in youth, had poor health, but 
worked very hard at mental, sedentary work. Later in life, with 
better physical health, her menstrual pain lessened. 


Three among the adolescent cases also, who began to menstruate 
painlessly, later developed pain under the following circumstances : 


One was always very irregular. A year and a half after record 
was taken, she began to flag in her health and commenced to have 
menstrual pain. 


Another, a very neurotic child, developed anwemia; her health is 
poor, she is irregular in attendance at school and has developed some 
pain occasionally. 

A third, a girl of Syrian parentage, suffers from rheumatism and 
is always more likely to have pain in arms and legs at the period 
time. 


These instances show that with a breakdown in the normal health, 
menstrual pain is likely to be developed, probably from a higher 
excitability and lessened control of the nervous system causing any 
local pathological development to come into consciousness as pain. 
With prolonged rest after severe illness, menstrual pain tends to be 
cured or improved. 


But apart from general failure of health, we are led on to con- 
sider what the local causes are which are likely to lead to secondary 
menstrual pain. In the cases recorded, changes due to marital life 
or pregnancy can be disregarded, as the cases are, with one exception, 
unmarried women. 


The position of the local pain, aching in abdomen, back and legs, 
and with marked increase in the aching felt in the legs, when com- 
pared with the adolescent series, points to an explanation of some 
of the pain. 


Congestion. The conditions of life of most working women with 
long hours, sedentary employment and lack of exercise, leads to a 
condition of passive hyperemia in the pelvis. The teacher stands 
for long hours, with few opportunities for exercising the greater 
muscles by extensive movements. The clerk and student sit all day. 


hs 

| 
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Often the bladder and rectum are distended from lack of suitable 
opportunity for relief. A consideration of the vascular supply of 
the uterus and adnexa shows how in the tortuous valveless vessels a 
condition of varicosity can be commenced, which, with the monthly 
congestion, will come into consciousness as a sensation of aching in 
the abdomen, back and legs. 


The frequency with which piles are found in this class of women 
shows the probable pelvic condition. 


Some of the women recognise the effect of lack of exercise. One 
case says: “I generally find that the more exercise I get during the 
month, the less pain I have.” 


Another says: “I have noticed that when taking most general 
exercise, pain is very slight.” This was also noticed by some of the 
girls, who declared that any discomfort was relieved by exercise and 
physical work. 


The increase in pain, due to prolonged standing and sitting, is 
noted by Jane M. Ketsham. She notes that teachers and steno- 
graphers, starting with little pain, developed it later, and often found 
it necessary to rest. Mothers of large families, however, did not 
discover any such necessity. Their uterine vessels were physiologi- 
cally active and their occupations also entailed more active exercise. 


She considers, after reviewing 200 cases of women and girls, acute 
pain regularly recurring as a pathological condition. If records of 
large numbers of women in various occupations could be collected, 
more information on the subject would be obtained. 

Treatment with regular exercises especially directed to cause 
circulation in the lower limbs and abdomen seems successful in 
relieving the pain resulting from congestion. 


Constipation. Constipation is a factor which must be considered 
in relation to pelvic congestion and menstrual pain. 

Among school girls, only 15 per cent. suffered at all from any 
tendency to constipation, and in a great many of these cases, the 
tendency was carefully watched and corrected. 

Over half of those suffering from constipation, suffered from 
menstrual pain, i.e., a higher percentage than among other girls. 
Among adult women, constipation is present in a much greater 
percentage than 15 per cent. This connection between constipation 
and pain is pointed out by one woman, who says: “I believe, from 
observation, that the amount of pain depends a good deal on the 
action of the bowels; it is always worse with any tendency to consti- 
pation.” 

That constipation often occurs just before the onset of menstrua- 
tion is-evident, and there is, therefore, greater necessity to attend to 
this possible cause of discomfort. 
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Some cases where congestion appears to be the cause of discom- 
fort, have later in life improved. ‘Two causes can be assigned to such 
cases of improvement. Improved health and circulation, or lessened 
congestion with later age. An examination of the cases shows that 
the number of days of the flow tends to become less. It is probable 
that in many cases where no pathological conditions, such as polypi 
or fibroids are found, that the congestion becomes less and with it 
the pain tends also to become less. 


Vew growths. The development of polypi in the uterine canal 
is in some cases the cause of pain beginning later in life. 


Prolapse. Congestion may be caused by a prolapse of uterine 
organs owing to lack of tone in the ligamentous attachments. 
Patients subject to gastroptosis may also have prolapse of pelvic 
organs, and even in the nulliparous woman, some degree of prolapse 


may be found. Here again proper exercises and hygienic treatment 
afford much relief. 


Acquired Displacements. Displacements due to sudden exertions 
are not very common, but if they occur, there is likely to be men- 
strual discomfort afterwards. 


Infection. Infective conditions, such as tuberculosis, may be the 
obscure cause of some menstrual discomfort. 

No doubt, many cases of so-called menstrual pain in patients 
who occasionally suffer, are really cases of appendicular inflamma- 
tion. As the appendix and right ovary are so nearly placed, it is 
difficult sometimes to differentiate between ovarian and appendicular 
pain. More particularly is this the case as appendicular inflamma- 
tion so often hastens on the menstrual flow and adds to the difficulty 
of diagnosis. The inflammation often also extends to the ovary. 
Two cases supposed to be suffering menstrual pain proved by opera- 
tion to be appendicitis, have been lately observed by the writer. 

So far only the local manifestations of disturbance have been 
considered. General disturbance is principally caused by reflex 
nervous influence. 

The vomiting is like the vomiting of pregnancy—reflex in origin. 
Many of the headaches and mental symptoms of which complaint is 
made are coincident with rather than the result of menstruation. 

After investigating two cases of alleged mental disturbance 
caused by the stress of menstruation, the melancholy of the one case 
and the fits of passion of the other were found to occur at other times 
than at the menstrual epoch. Further, Alexander —investigating 
epileptic attacks which are supposed to occur frequently at the 
menstrual period—found that really the attacks are then fewer than 
at other times. Therefore, reports of mental symptoms, though 
undoubtedly they appear to occur with menstruation, must be care- 
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fully investigated. Dr. Sheila Ross notices in certain mental 
diseases a marked increase of symptoms with menstruation. 

It is clear that overwork and overstrain of the nervous system do 
produce both general and local menstrual pain. Teachers declare 
that the end of term, with examination corrections added to ordinary 
work, affects their period-pain disadvantageously. Students who 
have worked unwisely for examinations are apt to suffer badly. 

If, under these conditions of overworked nervous system and 
passive hyperemia, pain is felt next time the period arrives, the 
nervous system, still at full pressure, is more sensitive to the onset of 
pain, and in this way a habit of pain is developed which it may take 
many months of hygienic treatment to destroy. 

Conclusions. 1. Among adults the cases of disturbance at the 
menstrual period are many more than among adolescents. 

2. Passive hyperemia of the pelvic organs appears to be the cause 
of much local pain. This is relieved in the majority of cases in the 
first day after onset of menstruation. 

3. Unhealthy hygienic conditions and mode of life contribute to 
lowering the general nervous system so that pain is readily felt and 
a habit of pain at the menstrual period formed. 

4. Nervous symptoms, reflex and vasomotor, are often associated 
with secondary menstrual discomfort. 

5. Except in a very small minority of cases this menstrual dis- 
comfort does not affect the woman’s capacity for carrying on her 
ordinary work. 

6. Any appearance or development of menstrual pain shows a 
pathological condition whose cause, whether local or general, ought 
to be investigated and treated before the discomfort becomes estab- 
lished as a regular habit. 
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Adenocarcinoma of the Body of the Uterus in Associa- 
tion with Adenomyoma Diffusum Benignum. 


By Harry Lirriewoop, M.Sc., F.R.CS., 
Senior Surgeon to the General Infirmary at Leeds. 
AND 
Matrruew J, Srewart, M.B., M.R.C.P., 
Clinical Pathologist to the General Infirmary at Leeds. 


Dovun1x tumours of the uterus are by no means rare. Fibroids and 
carcinoma are frequently associated, and cases of fibroids and . 
sarcoma, carcinoma and sarcoma, and even of two apparently inde- 
pendent carcinomatous growths have been recorded from time to 
time. The association of an adenocarcinoma of the corporeal endo- 
metrium with a diffuse adenomyoma of the body of the uterus is a 
much less frequent event. The condition is well exemplified in the 
following case which we have recently had under our observation. 


Clinical History. 

The patient is 57 years of age and unmarried. For a matter of 
17 years she was the subject of progressive muscular atrophy, which 
however now seems to be arrested, while about 18 years ago she was 
operated on for hemorrhoids. With these exceptions she has never 
had any really serious ailment. 

The present illness began about 8 years ago with increase in the 
duration of the menstrual periods and in the amount of blood lost 
on each occasion. The intermenstrual part of each cycle gradually 
became less and less until about 6} years ago, when the hemorrhage 
became almost continuous. Sometimes the hemorrhagic discharge 
ceased, and was replaced by an abundant flow of clear sticky fluid. 
Two years ago the condition improved considerably, and she was 
even able to go for two or three weeks at a time without loss of blood. 
Very often the clear discharge made its appearance a week before the 
period. During the past year the hemorrhage has again been 
excessive, though not continuous, and occasionally the clear discharge 
has been present. Pain at the menstrual periods began to be verv 
severe about five years ago, but has been less during the past three 
years. Nevertheless there has generally been a good deal of back- 
ache and pain in the thighs, always increased at the bleeding times. 
Slight increase in size of the uterus was first observed two years ago, 
and the enlargement has been slowly progressive. Six weeks before 
operation the organ was appreciably enlarged and retroverted. 
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Mr. Littlewood performed hysterectomy on May 15, 1912, and 
the patient made an uninterrupted recovery. She has since remained 
in good health, except that she is rather nervous, and subject to 
occasional fits of depression and of excitement. 


Naked-eye Characters of Specimen. 

The uterus is uniformly enlarged to about four or five times its 
normal size. On section, the muscular wall of the organ is seen to 
be roughly divisible into two zones, an outer, narrower one of 
apparently unaltered uterine muscle, and a broad inner one which 
is dotted throughout with small yellowish areas of soft consistency. 
Some of the latter show definite cystic change, but all the cysts are 
of very small size. The endometrium is greatly and irregularly 
thickened, and presents numerous rounded, boss-like masses filling up 
the cavity of the organ. It is ill-defined at its junction with the 
muscular wall, The fungous condition stops short at the os internum, 
and the cervical endometrium appears normal. The left appendages 
only are present, and the ovary contains a small cyst the size of a 
cherry. 


Microscopic Characters of Specimen. (a) Myometrium. 

The greatly thickened muscular wall of the uterus presents 
different appearances in its outer and inner parts, corresponding to 
the differences already noted naked-eye. The outer third presents 
more or less the normal microscopic characters of the myometrium 
except that the vascular channels and spaces are perhaps a little 
more numerous and a little larger than usual. The inner two-thirds 
present the typical characters of an adenomyoma diffusum, that is to 
say, there are islets of adenomatous tissue irregularly scattered 
throughout the unstriped muscle of the uterus. These islets are but 
few in number, and in a given section they appear to vary greatly in 
size. Kach consists of a collection of glandular acini embedded in 
a fairly abundant stroma of spindle, round and oval cells, which at 
the margin merge very gradually into the surrounding unstriped 
muscle. The glandular acini are lined by columnar ciliated epithe- 
lium from one to three layers deep. Most of the acini are about the 
same size as the normal glands of the endometrium, and indeed 
closely resemble them in appearance (figure 1), but a few are 
markedly cystic, giving rise to the cystic appearance in the naked-eye 
specimen. The epithelium is quite regular in character, mitotic 
figures are very infrequent, and altogether there is nothing at all 
suggestive of malignancy. 

(b) Endometrium. 

The endometrial growth (figure 2) presents a totally different 

appearance. It is essentially papillary in structure with a fine con- 
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nective tissue stroma forming walls to its acini and a core to its 
papillary processes. The acini are lined and the papillary ingrowths 
covered by tall columnar epithelium several layers deep. The acini 
vary greatly in size and shape and the larger are filled with some 
sort of mucoid secretion. The epithelium, especially in certain parts 
of the growth, is very irregular, mitotic figures occur with great 
frequency, and the basement membrane is lost in places. The 
tumour, in fact, is clearly malignant, a papillary adenocarcinoma. 
For a malignant growth it is singularly well defined at its junction 
with the uterine muscle, but occasionally there is indubitable 
evidence of invasion. On its inner aspect, that is towards the cavity 
of the uterus, the growth is undergoing well-marked mucoid degen- 
eration, and there is also a certain amount of necrosis with much 
polymorph infiltration. 
(c) Cervie. 

The cervical endometrium is slightly cystic and invades the 
muscle a little more deeply than usual, otherwise the cervix appears 
normal, 


COMMENTARY ON THE Case. 

Besides the fact that two totally distinct neoplasms are here 
associated in the same uterus, the case is interesting on account of 
the unusual characters presented by the endometrial new-growth 
itself. A papillary adenocarcinoma like that shown in figure 2 is 
very rarely found arising primarily in the corporeal endometrium. 
A very similar condition is, however, figured and described by Cullen! 
in his monograph on cancer of the uterus, being regarded by him as 
of endocervical origin. In this case there is no evidence of such an 
origin, the cervical endometrium, except for some slight cystic 
change, appearing normal. 

With regard to prognosis, it seems reasonable to assume that the 
greatly thickened adenomyomatous wall will constitute a more 
efficient barrier to the local extension of the malignant growth than 
would the ordinary myometrium, and in this case the patient is still 
free from any sign of recurrence ten months after operation. 


Remarks sy Dr. STEWART ON THE FREQUENCY OF THE CONDITION. 


In making an enquiry into the frequency with which adeno- 
myoma of the uterus is complicated by the occurrence of malignant 
disease, one is met by the initial difficulty that reliable statistics are 
few and far between. In most cases the diagnosis of adenomyoma 
can only be made with certainty by a careful histological investiga- 
tion of each myomatous uterus removed by the surgeon. In some 
instances the microscopic examination of a single portion of the 
tumour is insufficient for this purpose, inasmuch as the glandular 
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areas may be few in number, or even confined to certain parts only 
of the growth. As a rule, however, the microscopic diagnosis is 
easy, and one can only conclude from the enormous variation in the 
statistics of different observers that in the majority of cases no 
routine microscopic examination has been carried out. To this 
charge I must myself plead guilty. It has been my custom hitherto 
to examine microscopically only those cases of myoma uteri which 
exhibited some naked-eye peculiarity or variation from the “normal” 
appearance of such growths, and in this way a certain number of 
cases of adenomyoma may have been passed over undiagnosed. 

For the purposes of this communication I have analysed all the 
specimens of myoma uteri investigated by my colleagues and myself 
in the Pathological Department of the General Infirmary at Leeds 
during the past three years. They number 100 in all, of which 52 
have been examined microscopically. The results are as follows : — 


Adenomyoma ... ie ... 4 per cent. 
Carcinoma of Body _... ... 3 per cent. 
Carcinoma of Cervix ... ... 2 per cent. 
Sarcoma of Body or ... 1 per cent. 


Of the three cases of cancer of the body one was associated with 
adenomyoma, viz., that which has just been described, while the case 
of sarcoma was due to the secondary invasion of a myomatous uterus 
by a primary ovarian new-growth. Of the three remaining adeno- 
myomata two were typical examples of the diffuse variety, while the 
third was an adenomyomatous polypus. ‘These figures are of course 
too small to draw any conclusions from, but they are interesting for 
comparison with the collected figures of other authors, some of which 
may now be quoted. 

Statistics the reliability of which appears to be beyond question 
are those of Cullen?, who found that out of a total of 1,283 cases of 
myoma examined by him between April 1, 1893, and July 1, 1906, 
73—that is, about 5°7 per cent.—were instances of adenomyoma. In 
this he included only interstitial, subperitoneal and submucous 
adenomyomata and large adenomyoma of the uterine horns. The 
small nodules so frequently found in the cornua were purposely 
omitted. Compare these with the collected figures of Tracy? who 
found 19 cases of adenomyoma in 3,561 cases of “ fibromyoma,” or 
only °53 per cent. 

In Cullen’s series, 10 out of the 76 cases of adenomyoma were 
associated with malignant disease of the uterus, viz., 6 with cancer 
of the cervix and 4 with cancer of the body. Of the latter, two were 
apparently independent neoplasms, while two arose, in part at least, 
from the glandular elements of the benign growth. 

In a series of 16 cases of adenomyoma recorded by Griinbaum,‘ 
one only was the seat of carcinomatous change. 
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With regard to the incidence of carcinoma in cases of uterine 
myomata generally, Tracy’s collected cases, 3,561 in number, show 
63 cases of cancer of the body and 25 of cervical cancer, while in a 
series of 4,880 cases of “ fibroid tumour” collected by Noble,® there 
were 75 cases of corporeal and 68 of cervical carcinoma. It is to be 
noted that the statistics of the two latter observers overlap; they are 
not dealing with totally different series. One may focus these 
figures by tabulating them as follows :— 


— of Carcinoma of Total cases of 


y: cervix. carcinoma. 
Cullen. 4 cases or 6 cases or 10 cases or 
73 cases of adenomyoma... 13°7% 
Tracy 63 casesor 25 casesor 88 cases or 
3,561 cases of myoma ... 17% 7% 2°4% 
Noble. 75 casesor 63casesor 188 cases or 
4,880 cases of myoma ... 154% 1:29% 


While I feel strongly that the statistics collected by Tracy and 
by Noble are valueless as a guide to the frequency of adenomyoma, 
a condition which was only discovered within comparatively recent 
years, it is probable that they are quite reliable in so far as they 
deal with the incidence of malignant disease in cases of myoma, 
since this condition usually presents a striking and more or less 
characteristic appearance naked-eye. Cullen unfortunately does not 
analyse from this point of view the series of 1,283 cases of myoma 
from which his 76 cases of adenomyoma are taken, but nevertheless 
certain fairly definite conclusions may be arrived at from a com- 
parative study of the above figures. Perhaps the most striking fact 
brought out by these statistics is that carcinoma occurs with much 
greater frequency in cases of adenomyoma than in cases of myoma. 
Carcinoma was five times more frequent in Cullen’s series than in the 
collected series of Tracy and Noble, and the latter are of course 
inclusive of all adenomyomatous cases. 

With regard to the situation of the malignant neoplasm, in the 
collected cases of myoma the body was the more frequently affected, 
in Cullen’s series, the cervix. So far as the latter is concerned, one 
is perhaps hardly justified in drawing any definite conclusion from 
so few figures, especially as the difference is so small, but in the case 
of the earlier observation, on the absolute frequency of malignant 
disease in cases of adenomyoma, the difference is so striking as not 
to be explained away by any element of chance. The explanation is 
probably dependent on a variety of factors, but the two following 
may be suggested as of prime importance : — 

(1) It has been shown by various observers in the case of other 


organs, e.g., ovary, that carcinoma is not infrequently preceded by 
a benign epithelial overgrowth. 
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(2) A study of the age incidence shows that adenomyoma tends 
to occur somewhat later in life than ordinary myoma, and conse- 
quently nearer the “cancer” age. This is shown in the following 
table :— 


AGE INCIDENCE IN UTERINE TuMOURs. 


Myoma. Adenomyoma, Carcinoma, 
291 cases, 66 cases. 77 cases. 
(Noble) (Cullen) (Sinclair.)6 
30 to 40 ax 23 
40 to 50 ax 28 


In this connection it is to be noted that in the case which we have 
just detailed and in two out of the four similar cases described by 
Cullen, the malignant new-growth originated in the endometrium 
itself, and showed no evidence that it arose either in whole or in part 
from the epithelial elements of the adenomyoma. 
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DESCRIPTION OF PLATES. 


PLATE 1. Section of the adenomyoma showing one of the adenomatous 
islets with endometrical-like stroma lying in the midst of the unstriped 
muscle of the uterus. The condition appears to be quite benign. ( X60.) 

PLATE 2. Portion of the endometrical new-growth, showing its adeno- 
carcinomatous nature with mucoid degeneration. ( X60.) es 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 
or from being, in a special sense, typical examples of their 
class. ) 


On a Case of Adenomyoma of the Uterus involving 
the Rectum. 


By Sir Jonn 


Ir is well known that the morbid condition of the uterus known as 
adenomyoma may involve the whole, or, be limited to a definite area 
of the endometrium. Even when the whole endometrium is impli- 
cated, bud-like processes of adenomyomatous tissue often project 
from the peritoneal surface of the uterus and resemble subserous 
fibroids so closely that the distinction is only possible with the aid 
of a microscope. 

The specimen considered in this communication is an example 
of localized adenomyoma with the naked-eye features of a sub- 
serous fibroid. 

A primipara, aged 35, complained of pelvic pain, rectal discom- 
fort and menorrhagia. She was thin, anemic and ill. On examina- 
tion the uterus appeared to be larger than normal; its fundus was 
fixed to the floor of the pelvis and seemed to be adherent to the 
rectum. On rectal examination a rounded lump, the size of a golf- 
ball, could be felt resembling a subserous fibroid on the posterior 
wall of the uterus. 

An operation was performed. When the parts were exposed 
through the usual median subumbilical incision the uterus was found 
retroflexed; an oval lump, the size of a golf-ball, projected from the 
fundus and adhered firmly to the rectum. With care the adherent 
surface of the tumour was detached from the rectum; although the 
tumour-tissue had implicated the wall of the bowel I succeeded in 
detaching it without inflicting any serious damage to the muscular 
coat. The uterus, ovaries and tubes were removed by the subtotal 
method and the patient recovered easily and quickly. 

On bisecting the uterus in such a way as to split the tumour also, 
the latter maintained the appearance of a sessile subserous fibroid 
(Figure), but the unusual manner in which the tumour tissue had 
invaded the wall of the rectum raised my suspicions and induced me 
to examine it microscopically. The mass was proved to be a localized 
deposit of adenomyomatous tissue. The glandular elements of this 
deposit could be traced, by means of successive sections through the 
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uterine wall, until they became continuous with the endometrium at 
the fundus of the uterus. 

This is the first example I have seen in which adenomyomatous 
tissue arising in the endometrium spread beyond the uterine tissues 
and implicated adjacent organs. This invasiveness is a common 
feature of cancer. 

The pathological features of adenomyoma of the uterus indicate 
that it is an epithelial overgrowth with a responsive increase of the 
connective tissue in which the glands are implanted. This epithelial 
activity is probably prompted by micro-organisms, and the frequency 
with which the relics of inflammatory action are associated with 
adenomyomatous uteri supports this contention, as well as the fact 
that adenomyomatous masses are occasionally tuberculous, 

A serious clinical feature of the disease is its simulation of 
cancer. This would not signify much if it only led to the removal 
of the uterus, for this, with our present knowledge is the only useful 
method of treatment, but it has its serious side. Cuthbert Lockyer 
described, with his usual care and frankness, a case in which a 
woman, aged 35, had a hard mass in the posterior vaginal fornix, 
fixed to the supra-vaginal portion of the neck of the uterus and 
adherent to the pelvic floor. No definite diagnosis appeared to be 
possible, and, as the poor woman’s health was seriously impaired, 
total hysterectomy was performed. In the course of the operation 
the neck of the uterus and the rectum were found so firmly fused 
together, that the implicated section of the rectum was removed with 
the uterus, the proximal end of the divided bowel secured to an 
opening made in the left flank (inguinal colotomy). 

When the excised parts were examined, the new growth, which 
implicated the uterus and the rectum, displayed the microscopic 
structure of adenomyoma. The pathological features of this rare 
condition are made easily intelligible by Lockyer’s excellent illus- 
trations. It is startling to find adenomyomatous changes involving 
the supra-vaginal segment of the uterus and extending into the 
pelvic connective tissue like malignant disease. The case which I 
have described shews also that the disease may penetrate the serous 
covering and invade adjacent organs. This is a feature of this 
interesting disease as yet imperfectly appreciated by surgeons. 
Judging from the remarks made by the speakers in the debate on 
Lockyer’s communication, it is evident that the myth which attri- 
butes the origin of adenomyomatous disease of the endometrium to 
epithelial vestiges of the Miillerian and Wolffian ducts, dies hard. 

REFERENCE, 
Lockyer, C. ‘‘Adenomyoma in the Recto-uterine and Recto-vaginal septa,”’ 
Proc. Roy. Soc. of Med., 1913, vi, Obstetrical Section, 112. 
Fig. A uterus in sagittal section. The tumour bisected at the fundus 


of the uterus is a deposit of adenomyomatous tissue: it had invaded the 
rectum, (From a primipara, aged 35.) 
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A Note upon the Pathology and Treatment of 
Dysmenorrheea and Sterility. 


By T. C. Crane, M.D. (Lond.), F.R.C.S., Leicester. 


E.R., a woman, aged 28 years, had been married for more than 
three years, but had never been pregnant, though both she and her 
husband had much desired to have a child. Also she complained of 
dysmenorrhea, from which she had suffered almost since puberty. 
The pain had been rather worse since she had been married and was 
of the spasmodic or neuralgic type. 

On examination nothing abnormal was found. The cervix was 
rather smaller than usual, but the uterus was in good position, and 
there was no tenderness anywhere. Her general health was good. 
Dilatation was advised, and she decided to undergo the operation in 
a month or so. In the meantime she was given a sedative to ease 
the pain at the next period. The drug used was tannate of cannabin 
gr. iv. in capsules, three times a day during the period and for two 
days beforehand. 

This relieved her pain very much. The period after that was 
missed, and the next also, and before long it was clear that she had 
become pregnant. 

She was delivered at a date which would make it probable that 
conception had occurred about the time of the period at which she 
was taking the drug. This was two years ago, and she has not 
suffered from dysmenorrhea since. 

This case is reported because it seemed interesting to speculate as 
to the mode of action of the drug, assuming that it was not a mere 
coincidence that conception took place while or soon after it was 
being taken, 

Herman! has shown that a slight degree of dilatation of the 
cervical canal takes place during normal menstruation. It may be 
assumed, though I do not know that it has been proved, that in 
spasmodic dysmenorrhea there is some interference with the 
mechanism controlling this process of dilatation, the cervical canal 
failing to dilate on account of a spasm of the muscular fibres of the 
cervix. The fact that this form of dysmenorrhea may often be 
cured by full dilatation of the cervix by means of instruments which 
not only stretch but also actually rupture some of the muscular 


fibres, especially about the internal os, is in favour of this assump- 
tion, 
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Bond ? has shown that, in the rabbit, dilatation of the external os 
and eversion of the mucous membrane takes place during or im- 
mediately after coitus. In his experiments the vagina was divided 
across, the lower part closed above and the upper part brought out 
through the skin above the pubes. It was thus possible directly to 
inspect the external os. It is evident that the changes seen in the 
cervix after coitus were due to a nervous mechanism and not to 
actual contact with seminal fluid. 

Bond observes that this widening of the cervical canal must 
materially aid the entrance of spermatozoa into the uterus, 

We may assume, I think, that something of the same nature 
occurs'in the case of the human female. We may say, then, that 
dilatation of the cervical canal occurs both in normal menstruation 
and during coitus. In both cases this process is dependent upon a 
proper co-relation between the muscular tissue of the cervix and the 
sympathetic nervous system. If this co-relation is disturbed the 
effect will be that menstruation will be painful and the entrance of 
spermatozoa into the uterus will be hindered. In this way, I think, 
we may trace the connection between spasmodic dysmenorrhea and 
sterility. It seems reasonable to suppose that any treatment, opera- 
tive or medicinal, that will cure this form of dysmenorrhea, will be 
not unlikely to cure an associated sterility. 
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The genital function of the ductless glands in the female. 

W. Brarr Beut, (Lancet, March 22 and 29, 1913). The Arris and Gale 
lectures. In the first lecture Dr. Blair Bell discusses the functions of the 
ovary both in women and animals with special reference to the lutein cells, 
and continues with 

(1) Effects of 6ophorectomy on the genital functions. 

(2) Effects of 6ophorectomy on the general metabolism. 

(3) Effects of Gophorectomy on (a) the thyroid; (b) the thymus; (c) the 
pineal gland. Illustrating them with notes and sections and from 
six cases of Gophorectomy in cats, 

and concludes with clinical observations of the effects produced on the 
thyroid by ovarian insufficiency in women. 

In the second lecture he discusses the influence of the ductless gland 
upon the ovaries and the reproductive functions generally. The heading 
*‘ductless glands ”’ including the thyroid, the pineal, the thymus, the 
pituitary and the suprarenals. The lecture is carried out under the 
following various headings and is in some cases supplemented by the 
results of experiments on rabbits and cats. 

I. The relation of the thyroid to the genital system. 

(a) Effects of thyroidectomy on the general metabolisin. 

(b) Effects of thyroidectomy on the ovaries and uterus. 

(c) Clinical observations on the effect of thyroid insufficiency on the 

genital function in women. 

(d) Effect of thyroidectomy on the suprarenals. 

(e) Effect of thyroidectomy on the pituitary. 

II. The relation of the pineal to the genital system. 

(a) Clinical effects of pineal disease on the genital system. 
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III. The relation of the pituitary to the genital system. 

(a) Effects of removal of the pituitary (partial or complete). 

(b) Effects of removal of the pars anterior on the ovaries and uterus. 

(c) Effects of removal of the pars anterior on the thyroid 

(d) Effects of removal of the pars anterior on the thymus. 

(e) Effects of removal of the pars anterior on the suprarenals. 

(f ) Clinical observations of the effect of pituitary insufficiency on the 

genital functions in women 

IV. The relation of the thymus gland to the genital system. 

(a) Effects of thymectomy on the ovaries and on the calcium metabolism. 

(b) Effects of thymectomy on the other ductless glands. 

V. The relation of the suprarenals to the genital system. 

(a) Effects of the removal of the suprarenals. 

(b) Effects of suprarenal removal upon the pituitary body. 

(c) Effect of the suprarenals upon the thyroid. 

(d) Effects of removal of the suprarenals on the ovaries and uterus. 

(e) Clinical observations of the effect of pathological lesions of the 

suprarenals on the genital system. 

Dr. Blair Bell concludes the lecture by doing what he calls the most 
difficult part of his task, viz., the correlation of the internal secretions in 
regard to the genital functions. 

All references are tabulated according to their authors at the end of 
the report. I.M.W. 


On x-ray treatment in gynecology. 

Lorry (Gynekol. Rundschau, 1913, Ht. 7) advises x-ray treatment 
for fibromyomata, chronic metritis, severe menorrhagia in young women 
and also when associated with chronic annexal disease, pruritis vulve. 
Before commencing treatment an exact diagnosis must be made and the 
following are contraindications: malignant tumours, myomata with 
necrotic, calcareous or gangrenous changes, submucous fibrous polypi. 

Myomata need more intensive treatment than cases of chronic metritis. 

Success is more quickly attained, and with smaller doses, the nearer the 
woman is to the menopause. 

Full technical details are given in the paper. R.M.A. 


On x-rays and mesothorium in the treatment of ‘gynzcological 
diseases, especially carcinoma. — 

D6DERLEIN (Monatssch. fiir Geburts. und Gynekol., 1913, Ht. 5) 
records 21 cases of menorrhagia due to myomata treated with x-rays, with 
no failures. Contraindications to its use are fibrous polypi in the vagina, 
malignant, gangrenous or suppurative degenerations and when associated 
with acute annexial conditions or ovarian cysts. Symptoms of pressure on 
the bladder are not contraindications. In young women an operation is 
indicated for sterility; otherwise x-rays will cause no more symptoms of 
early menopause than total hysterectomy. Patients can also return to work 
sooner after x-ray treatment than operation—in many cases they could 
work on without interruption. 

Equally good results were obtained in cases of chronic metritis, pruritis 
vulvee, chronic tubal conditions, genital and peritoneal tuberculosis and 
osteomalacia. 

X-rays may be used temporarily to sterilise women who, from cardiac or 
pulmonary complaints, must not risk pregnancy. Owing to the use cf 
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unfiltered rays and uncertain dosage the early results with carcinoma were 
disappointing. Déderlein had eight cases with no successes—in fact it 
seemed to hasten the disease. However, the local condition was cleared up 
and later on a radical operation could be attempted in many cases. 

Radium gives good results; but it is costly and unless a sufficient 
quantity be used the radio-activity is not great enough to destroy the 
carcinoma. 

Mesothoriuin 1s cheaper and gives just as good results. It should be 
given in conjunction with x-rays. Both are applied vaginally—the former 
directly in the crater of the growth, the x-rays by means of a vaginal tube. 
He gives the results in six cases. In all of them the local growth 
completely disappeared. Microscopic sections showed no malignant tissue. 
Parametrial infiltration also became much softer and in one case the radical 
operation was possible. While the cervix in this case was normal, there 
were still malignant areas in the parametrium. 

While not committing himself too far Déderlein is impressed with the 
results he has so far obtained. The treatment of recurrences however has 
given very bad results. Eight cases are recorded—the most following 
vaginal extirpation. Perhaps more intensive treatment will give better 
results in the future. 

The article is illustrated with tables and micro-photographs before and 
after treatment. R.M.A. 


Appendicitis in relation to obstetrics and gynzcology. 

Purre,, (Gynekol. Rundschau, 1913, Ht. 10). This is a critical review 
of the literature on the subject of 1911—1912. A full index of papers is 
added. R.M.A. 


Urachai fistula. 

J. E. Mircuent, (British Medical Journal, May 10, 1913) describes a case 
of the above which was under his care and which by being kept clean and 
covered with a non-irritative ointment, and occasionally touched with silver 
nitrate, healed in about five weeks. 

The author first describes the varieties of urachal fistula met with and 
then, after a description of his case, the various inethods of treatment that 
have been adopted. J.M.W. 


On labial hernia. 


Peus (Gynekol. Rundschan, 1913, Ht. 8) gives a full account of all the 
recorded cases and adds a new one. In his case the hernial opening lay in 
the pubic part of the levator ani close to the ischial tuberosity. There was 
a history of a forceps delivery with extensive laceration. The hernia was 
closed by operation and eighteen months later no recurrence was observed. 
The anatomical relationships of these hernias are fully described. He then 
discusses the lines of treatment. Operation is indicated when the hernia 
cannot be reduced or is incarcerated. In some cases a round ring pessary 
is sufficient. He is not in favour of any form of truss, which is difficult to 
apply and to keep in position. R.M.A. 


Interstitial tuberculosis of the cervix uteri. 

Petit-DuTAILLIs (La Gynécologie, February 1913) records three cases of 
this condition, one observed by Richelot and two of his own. Tuberculosis 
like cancer may arise in the mucosa of the cervical canal or in the muscular 
wall, possibly also on the vaginal surface. The growth may be of a 
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vegetative, or proliferative, form or it may ulcerate superficially. The 
proliferating growth is characterised by its softness: it forms soft nodules 
usually smooth, sometimes slightly ulcerated; it bleeds freely when even 
lightly touched; it has a wine-red colour. It feels like an ectropic eroded 
cervix and looks like a cancer. Ina nulliparous woman it may assume the 
appearance of a ragged ectropic cervix. The diagnosis is assisted by 
frequent extra-genital tuberculosis, antecedent or concomitant. ‘There is 
a marked absence of the hard edge of a cancer; the growth is comparatively 
slow; ordinary treatment does not appreciably improve the condition. 
Syphilis may be suspected and here Wassermann reaction should be sought. 
Microscopic and bacteriological examination may be necessary to establish 
the diagnosis. 

Curetting with the use of the actual cautery, and even amputation of 
the cervix, have been followed by recurrence, in one case recorded by P. 
so long as six years after operation. He accordingly recommends vaginal 
hysterectomy so soon as the diagnosis is established, but if the case be 
seen late and the uterus is friable then abdominal operation is indicated. 


E.H.L.O. 


Uterine fibroid, retrocervical, at the age of twenty. 

ROSENSTEIN (Monatsschr. {. Geb. u. Gyn., February 1913) operated on a 
girl, aged 20, suffering from a solid hypogastric tumour which extended 
downwards behind the cervix, and had caused not only abdominal and 
sacral pain but also incontinence of urine. The periods, which began at 
the age of 13, had always been copious. The abdominal cavity was opened 
and Rosenstein desired to save the uterus, but during the enucleation of 
the tumour, which was slightly vascular, the cervical canal was laid open. 
The uterus had to be amputated, together with the left ovary which was 
cystic and full of blood. Recovery was uninterrupted. The weight and 
diameters of the tumour are unfortunately unrecorded. A.D. 


The extended vaginal operation for cancer of the cervix uteri. 

GreorGE GELLHORN (Surgery, Gynacology and Obstetrics, March 1913) 
writes a very lucid account of the technique of Schauta’s operation for 
cancer of the cervix, with illustrations some of which are original and 
others borrowed from Schauta’s, and Doederlein’s and Krénig’s works. 

The vaginal and abdominal methods are contrasted in tables based upon 
large series of cases published by such expert operators as Schauta, Thorn, 
Wertheim, Franz, etc. The primary mortality following radical vaginal 
extirpation is 73 per cent., as compared with 170 per cent. by the 
abdominal operation. ‘Thirty-five per cent. of patients operated upon over 
five years ago by the vaginal method remained {ree from recurrence, while 
38'2 per cent. were cured by the abdominal operation. The operability is 
35°5 per cent. and 485 per cent. respectively by the vaginal and abdominal 
route. 

The writer believes that the antagonism which has existed in the past 
between the two methods is now at an end, since most authorities have 
come to believe that removal of glands is little more than of a prognostic 
value. For, if carcinoma is found in the excised glands, recurrence 1s 
practically sure to follow. In conclusion the author states that both the 
vaginal and abdominal extended methods have their place in the operative 
treatment of cancer of the cervix uteri. W.W.K. 
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The extended abdominal operation for cancer of the uterus. 

WEIBEL, assistant to Prof. Wertheim, in describing the operation which 
bears his chief’s name (Surgery, Gynecology and Obstetrics, March 1913), 
mentions inter alia that they never search for glands higher than the 
bifurcation of the aorta, and never remove glands which are not enlarged, 
since they have never found cancer in those of normal size. Even in 
advanced cases the ureters are dissected out rather than implanted into the 
bladder—an operation which they have only performed in 1°5 per cent. of 
their cases. Uretero-vaginal fistulee formed in 6 per cent. of the cases, but 
60 per cent. of these healed spontaneously. They do not appear to consider 
that resection of the bladder is a serious addition to the operation, and 
advise it when this organ is involved in the growth. 

The anzesthetic should be as short as possible, and spinal anzesthesia is 
useful in some cases. 

From 1898 to 1912 1430 cases have been examined in the clinic, 71 of 
these refused operation, 648 were inoperable, and 675 were subjected to the 
radical abdominal operation. Consequently their operability was 50 
per cent. 

In some of the advanced cases the possibility of an operation is only 
determined by an exploratory laparotomy. The glands on the pelvic wall 
are first palpated and if these are large, hard, fixed masses adherent to the 
big vessels, and if they are located high up on the aorta, the case is 
inoperable no matter whether the uterus is movable or fixed. Dilatation 
of the ureters is no contraindication, but it is a bad sign as indicating 
serious infiltration of the parametrium. Fixation of the bladder or rectum 
is of course an unfavourable symptom. In considering statistics the case 
is to be classed as one of the radical operations if the uterus is removed, 
but only as an exploratory operation if the glands are simply investigated. 

The first hundred cases gave a primary mortality of 30 per cent., but in 
the last 75 this has been reduced to g per cent. including all deaths in any 
manner connected with the operation 

They do not find that youth or pregnancy have an unfavourable 
influence on the prognosis. 

In regard to recurrence, they found nearly all these in the glands on 
the lateral pelvic wall, and but seldom local recurrences in the vaginal scar 
or in the bladder. 

Of the 675 cases, 380 have been operated upon five years or more ago. 
During the time in which these cases were operated upon 863 were 
examined in the clinic, of which 36 refused the operation, and 447 were 
inoperable. Eight of the 380 operated upon died from intercurrent disease, 
and 160 were well and free from recurrence at the end of five years. Only 
one case was lost sight of. 

Hence 43 per cent. of all cases operated upon were cured, or, leaving 
primary deaths out of the calculation, 53 per cent. remained well of those 
who survived the operation. The ‘‘absolute efficacy’”’ (i.e. the percentage 
of cures at the end of five years) calculated on all cases, operable and 
inoperable, seen in the clinic is 195 per cent. Put in another way, one fifth 
of all cases seen in the clinic can be permanently cured of cancer of the 
cervix. W.W.K. 


The radical abdominal operation for cancer of the uterus. 


Joun CrarK (Surgery, Gynecology and Obstetrics, March 1913), after a 
review of the statistical results obtained by such operators as Wertheim, 
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Schauta, Krénig, etc., submits an analysis of 36 cases operated upon by 
himself. These results may be stated shortly as follows :— 


Alive and well after six years............... 


The writer accepts the standard set up by the German surgeons that 
cases lost sight of must be regarded as a recurrence. Either the operation 
must be extremely radical, with a considerable primary mortality and 
many distressing sequela, but with a large number of ultimate cures 
amongst the survivors, or the technique must be much simpler, with a 
minimum primary mortality, few sequela, but a much smaller percentage 
of cures. He is of opinion that although Wertheim’s operation gives the 
best results in the hands of experts, yet it is too difficult for the average 
operator who will do better to adopt a simple vaginal hysterectomy, or a 
high amputation of the cervix with extensive cauterisation. 

W.W.K. 


The radical operation for cancer of the uterus. 

THOMAS CULLEN (Surgery, Gynecology and Obstetrics, March 1913), 
after the consideration of the more salient points in the radical operation 
for cancer of the cervix, goes on to say he has attempted to gather 
information as to the operative results obtained by the surgeons in the 
Southern States of America. The operation appears to have been bvt rarely 
performed, and, for various reasons, he has found it impossible to make 
any use of the data supplied. 

The writer himself has operated upon 49 cases with a primary mortality 
of 23 per cent; three patients were lost sight of and are accordingly 
included among the dead; 21 died at periods varying from a few months 
up to six years. Of the 26 patients operated upon over five years age, 
26'9 per cent. are well. 

The article is concluded by an appeal for the education of the public as 
to the early symptoms of cancer of the cervix. W.W.K. 


The cautery in the radical treatment of cancer of the cervix. * 

X. O. WERDER (Surgery, Gynecology and Obstetrics, March 1913) was 
so impressed with the excellent results obtained by Byrne from the use of 
the galvano-cautery in cancer of the cervix, that, eight years ago, he began 
to employ it in the total extirpation of the uterus for this disease. 

Originally the whole operation was performed through the vagina, but 
latterly the author has opened the abdomen also. 

The technique of the operation is as follows :—The diseased tissue is 
first thoroughly scraped and cauterised until all oozing stops. The cervix 
is grasped with a vulsellum and an incision is made around it as far from 
the growth as possible by means of the cautery knife. The bladder is 
dissected up with the knife at dull red heat. The pouch of Douglas is 
opened and the lateral vaginal attachments are burned through. Any 
bleeding is arrested by means of the cautery, and the vagina is tightly 
packed. The abdomen is opened and the infundibulo-pelvic and round 
ligaments are divided either by means of Downes’ electro-thermic clamp, 
or else ligatured and divided in the usual way. ‘The rest of the broad 
ligaments having been put upon the stretch are divided by thorough 
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“cooking’’ in the electric clamp until a thin white ribbon is obtained. 
Not a drop of blood is lost during the operation. The adhesion of the 
heated clamp to the tissues is avoided by oiling the blades. The vaginal 
edges are inverted into the vagina and the peritoneum and abdomen are 
closed in the usual way. 

The ureter has only been injured once since the writer has performed 
the combined operation, and twice when operating entirely through the 
vagina. 

The author is sceptical about the advisability of removing the regional 
glands, since he has seen recurrences in glands so far removed from the 
site of operation as to make their removal a physical impossibility; and 
he thinks that to remove the few accessible glands is scarcely worth the 
additional risk. 

The writer and Dr. Weiss have during the past eight years operated 
upon 78 cases by this method. In all the clinical diagnosis was confirmed 
by the microscope. The percentage operability has been 38 per cent.; the 
primary mortality 51 per cent; and, of 39 cases, 46 per cent. have survived 
the five year limit. Four of these, however, have died from recurrence 
within six to eighteen months after the limit of five years. Thus the total 
number of cases which have survived up to date as 333 per cent. None of 
the patients showed any sign of sepsis after the operation, and there was 
no shock. 

Although the author does not claim that his results are as good as those 
of some German surgeons who seem to get their cases earlier than do 
Americal operators, yet they show a marked improvement over those 
obtained in the United States by other methods. W.W.K. 


On inflammatory annexal disease, including para- and perimetritis. 
FaLGowsk1 (Gynekol. Rundschan, 1913, Ht. 7, 8, 9). This is a critical 
review of the literature from 1910—1912. 
A full index of authorities is given; then follows a brief survey of the 
latest advances in etiology, pathology, diagnosis especially of tubercular 
lesions and treatment, conservative and operative. R.M.A. 


Vaccine treatment of gonorrhea. 

HEYMANN and Moos (Monattsch. fiir Geburts und Gynekol., 1913, Ht. 3): 
The vaccine employed was arthigon (1¢.c.=20 millions gonococcus). It was 
used diagnostically in 91 cases, where the gonococcus was obtained in a 
smear from the urethra or cervical canal. ‘5 ¢.c. was injected subcutane- 
ously and the majority of cases gave a positive reaction. The usual result 
was a reddening of the skin associated with swelling. Rarely was there 
pain in the appendages or joints nor increased temperature and rarer still 
any headache, giddiness or vomiting. 

Therapeutically it was used in 59 cases. Doses of 7°5c.c. were given intra- 
gluteally with intervals of 3-4 days and increasing by ‘5 c.c. up to 2’5 c.c. 
Cases which did not react were given the second injection at shorter 
intervals. There was a slight local reaction marked by pain and infiltra- 
tion. Most cases had vomiting, giddiness and headache. The temperature 
was raised in nearly all cases. This rise was most marked about 12 hours 
after injection and became normal in 24 hours. Larger doses were not 
necessarily followed by corresponding increases in temperature. But after 
a inarked reaction the condition was generally improved. 
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In 44 cases of acute tubal infection the results were good—27 per cent. 
very good, 41 per cent. fair, and 20 per cent. failure. 

Vaccine treatment was supplemented in all cases by local measures. 

Old-standing tubal infection gave disappointing results—in nine cases 
there were seven absolute failures. 

Six cases of joint affection were treated—two with very good result, 
three with good, and only one failure. Local treatment was also carried 
out, but in comparison with former local treatment alone a much quicker 
improvement was noticed. 

In conclusion, vaccines alone are not a certain cure. They are absolutely 
useless in cases of urethritis, cervical infection and chronic tubal conditions. 
In fresh ascending infection and especially in joint cases there is a marked 
improvement. In all cases local treatment must be combined with vaccines. 


R.M.A. 


—— malignum or placental cancer of the Fallopian 
e. 

Bazy (Annales de Gynéc. et d’Obstét., April 1913) recently operated on 
a case of this kind, in the Hépital Beaujon. It is, he claims, the twelfth 
on record and the first reported in France. A woman aged 25, who rightly 
suspected that she was pregnant, became very anemic in the seventh 
month, and emaciation with hyperemesis developed. The abdomen was 
flat on the left side but distended on the right by a soft tumour as big as 
an adult head. It lay on the right side of the uterine body. Tubal 
gestation was diagnosed. Bazy operated. The parietes were highly 
vascular and much pale fluid blood escaped, exposing a soft growth which 
looked like a big marine sponge which had soaked up as much blood as it 
could hold. The friability of the mass was such that on the least pressure 
with the finger big venous sinuses full of blood were opened up. The 
tumour adhered to the iliac fossa, to the body of the uterus on its right, and 
to Douglas’s pouch, but the utero-ovarian ligament was defined, settling its 
relations. Bazy amputated the uterus above the cervix, together with the 
tumour which adhered intimately to it. He notes that in five out of nine 
operations on tubal chorion-epithelioma the tumour had to be removed in 
pieces. The left appendages were removed, the ovary being cystic. As 
there was general oozing from the right iliac fossa and the pelvis, where 
peritoneum had been torn off, the parts were packed with gauze and a 
drainage tube inserted. The patient was in a most unfavourable condition 
and died thirty-six hours later; no post-mortem examination was allowed. 
Bazy publishes a minute description of the histological characters of the 
tumour. The tubal walls were distinguishable, but invaded by the new 
growth, in which large blood sinuses had developed. ‘The tissue of the 
tumour was made up of big cells and plasmodial masses. Decidual cells 
had invaded the inter-fascicular tissue of the muscular coat of the tube at 
its junction with the uterus and passed into the uterine muscular walls. 

Bazy reviews the eleven other cases of chorion-epithelioma of tubal sacs. 
In two instances it was first discovered after death, in one (Gebhard) there 
were metastases in the vagina, brain, lungs and spleen, and in one (Rossier 
and Jeanneret) there were metastases in the liver. An operation was 
performed in ten out of twelve cases. No less than four died immediately 
after and one more (Vassmer) soon after the operation. No autopsy was 
granted in Snegurieff’s, Bazy’s, and, apparently, in Viesing’s, whilst in 
De Senarclen’s, of Lausanne, the heart, lungs and thyroid gland were the 
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seats of metatases. Marchand operated for the removal of malignant 
growths in the vagina. The patient died six months later and after death 
the previously overlooked chorion-epithelioma was discovered; it had 
developed in the left tube. In Vassmer’s case, where the patient survived 
the operation for a few weeks, there was no subsequent necropsy. Four 
patients lived for a few months, metastases developing in all: Hinz, two 
months, metastases in adjacent parts, liver and lungs; Thorn, two months, 
lungs and vagina; Nikiforoff, four months, liver and lungs; Risel, four 
months, big metastatic tumour between uterus and rectum, also liver and 
lungs. [Risel added five cases of vesicular mole in the Fallopian tube, 
‘‘Zur Kenntniss der primaren Chorion-epithelioms der Tube,” Zeitschrift 
f. Geb. u. Gynék., vol. 56, part i, p. 154, 1905.—A.D.] The vascularity of 
the big tumours and their softness cause the operator much trouble, but 
prognosis is very unfavourable even when the tumour is small, as in 
Vassmer’s, Thorn’s and Hinz’'s cases. In the third, Hinz’s, the growth 
occupied a tubal sac no bigger than a walnut and was removed with ease 
as in the now familiar operations for a gravid sac free from neoplasms, and 
there was no sign of extension of the disease. Nevertheless the patient 
died with local and visceral metastases only two months later. Bazy 
concludes that it is advisable, on the above clinical evidence fortified by 
pathological research, to rank every case of extra-uterine gestation as a 
malignant tumour and remove it at once. A.D. 


The inflammatory nature of chorio-angeioma of the placenta. 
PLaucnu and Savy, Lyons (Archiv. Mens. d’Obstét. et de Gynécologie, 
March 1913), claim that these so-called benign tumours are really inflam- 
matory products probably in many cases of syphilitic origin. These 
tumours have often been described and the different observers agree as to 
their characters. They closely resemble, in some of their aspects, infarc- 
tions and the multiple small angeiomata found in albuminuria and in 
syphilis. The essential appearances are, firstly, the infiltration of inflam- 
matory cells into a hyaline and fibrillated tissue making one think of a 
myxoma, or into a sclerosed tissue so as to simulate a fibroma; secondly, 
a constant alteration of the vessel walls leading to a more or less complete 
thrombosis; thirdly, a compensatory vascular hyperplasia. Such features 
and the areas of necrosis are not characteristic of benign new growth but 
rather of malignant tumours and especially of inflammatory lesions. 
Clinically there is a marked tendency to hydramnios and to death of the 
foetus, more than a third of the children dying in utero or shortly after 
birth. All these features support the view that these growths are 
frequently syphilitic. The article is illustrated. E.H.L.O. 


Abderhalden’s biological test for pregnancy. 

PuHinip and RicHARD PEARCE (Surgery, Gynecology and 
Obstetrics, April 1913) obtained unsatisfactory results when using the 
dialysis method with the biuret reaction in Abderhalden’s serum reaction 
for pregnancy. But since they have used triketohydindenhydrate (‘Nin- 
hydin’”’) as an indicator they have had exactly similar results to Prof. 
Abderhalden. 

In a series of 28 pregnant and 8 post-partum women constant positive 
results were obtained, while in two controls (one a male) the reaction was 
negative. With the exception of one pregnancy at the end of the second 
month, this study does not include a pregnancy earlier than the fifth month. 
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Having obtained constant positive results the writers took up the 
question of control observations not only in regard to the serum of 
pregnancy on tissue other than placenta, but also the effect of normal serum 
and the serum of diseased persons upon placental and other tissues. The 
serum of pregnancy gives the reaction with various other tissues such as 
uterus (normal and carcinomatous), kidney, heart, etc. Such results 
indicate that if the reaction is due to an enzyme it is a proteolytic enzyme 
in no way specific for placental protein. 

The reaction can also be obtained with the sera of healthy or diseased 
males when tested against placenta and other organs. 

The authors have found that results as satisfactory as those obtained 
by dialysis can be got by mixing tissue and serum in tubes and, after 
incubating for 24 hours, testing the filtrate obtained on coagulation by 
heat and acetic acid with ninhydrin. 

As the result of their studies the authors feel that this test cannot be 
accepted as an accurate clinical method until it has been thoroughly 
investigated and the possible sources of error eliminated. This conclusion 
applies only to Abderhalden’s dialysis method, and not to his optical 
method with which they have had no experience. W.W.K. 


Biological diagnosis of pregnancy. 

ENGELHORN (Miinch. med. Wochens., No. 11, March 1913). In many 
kliniks the serum diagnosis of pregnancy has been tried according to 
Abderhalden’s method. Both in the Breslau and Gratz Klinik reaction was 
found negative in non-pregnant and positive in pregnant cases. Veit, 
Halle, noted two cases where the placental remnants were found in the 
uterus, nevertheless reaction was negative. Veit does not think the method 
is of much practical value. 

E. reports his experience in 108 cases. In 60 cases of pregnancy the 
reaction was positive in 49 and negative in 11; in 48 non-pregnant cases, 
the reaction was positive in 31 and negative in 17. 

The results were such that he considers the Abderhalden method gives 
no reliable results and is therefore not of value for diagnostic purposes. 

J.A.C.K. 


Diagnosis of pregnancy by the dialytic method. 

FRANK and Hermann (Berl. Klin. Woch., 1912, No. 36, p. 1706) have 
thoroughly controlled Abderhalden’s work on this subject, and are able to 
confirm it in toto. To begin with they employed a membrane of fish- 
bladder but later discarded this for the membrane advocated by Abderhalden 
as they found that the former allowed serum albumen to pass, while the 
latter permits only peptone and that slowly. They consider it advisable to 
test the permeability of the diffusion thimble by adding litmus solution to 
the contents. The dialysed fluid must be quite colourless and must not 
give a precipitate with 20 per cent. acid sodium sulpho-salicylate. Of 33 
pregnancies examined during the first month all were positive with two 
exceptions which they consider may have been due to a faulty membrane. 
In all the other cases tested throughout pregnancy the reaction has been 
invariably positive. It disappears very rapidly after abortion and usually 
within a fortnight of delivery at full term. They have not examined cases 
of extra-uterine gestation but found it positive in eclampsia, although here 
in one case the control (i.e., serum alone without coagulated placenta) was 
also positive. 
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(The membrane recommended by Abderhalden is obtainable from the 
agents of Messrs. Schleicher and Schiill, Diiren, measures 16 by 50 mm., 
and is numbered 579A. The indicator ‘“‘Ninhydrin,” i.e. Triketohydrindene 
hydrate is obtainable from Messrs. Meister, Lucius and Bruning.) 


H.L.M. 


The employment of protective enzymes of the blood as a means of 
extracorporeal diagnosis. 

Carey McCorp (Surgery, Gynecology and Obstetrics, April 1913). 
After an account of the theory of Abderhalden’s serum reaction in 
pregnancy, the author describes his technique. He has found that 
desiccated placenta is more easily handled and gives just as accurate results 
as placenta prepared according to Prof. Abderhalden. 

McCord has carried out this test 240 times upon animals under various 
conditions and at different stages of pregnancy; 95 per cent. yielded 
accurate results and he thinks that errors of technique account for the 
remaining 5 per cent. 

These observations lead him to believe that the serum diagnosis of 
pregnancy is both rational and practical. The method has its limitations, 
but in the hands of the careful worker the test is of sufficient merit to prove 
of great value to the obstetrician and gynzcologist. W.W.K. 


The mechanism of abortion after excision of the embryos, and on 
the consequent restoration of the uterus, in the rabbit. 

WEYMEERSCH, working in the anatomical laboratory at Brussels, 
describes a series of observations in supplement of a previous paper 
(May and June 1912, in the same journal) (La Gynécologie, January 1913). 
In the previous communication he showed that after double ovariotomy, 
in the rabbit, during the first fortnight of pregnancy, there is a contraction 
of the uterine muscle and blood-vessels: this leads to separation of the 
embryo and to its absorption. If the operation be performed before the 
embryonal plasmodiblast has penetrated the uterine mucosa the maternal 
elements are alone eliminated, the perivascular cells of connective tissue 
origin return to their normal condition : but if the operation be performed 
after the tenth day the whole placenta is eliminated on the oth day after 
operation, by a layer of epithelium separating it off from the uterus: so 
that when the placenta is thrown off the uterus is already restored to its 
normal condition : this is certainly not the normal method of the placental 
separation in the rabbit; and W. in the present paper proposes to answer 
the question, is it the normal method after abortion ? 

His first experiments were made by simple puncture of the uterine 
swellings and removal of the fluid with a syringe on the roth day, but the 
pregnancy continued uninterrupted. In the second group the embryo on 
the 11th day was excised from the left horn. The rabbit did not abort on 
the right side and seven days later the left placenta was found to be 
normal. In the third group all the embryos were excised on the 11th day : 
three days later the placentas were found normal. Other operations at 
different periods were performed and W. concludes that in rabbits whose 
ovaries and corpora lutea are intact, after excision of the embryos the 
uterine circulation is not interrupted and the placental circulation persists 
for a long time; the elimination of the placenta is delayed till the 14th day 
after operation; that the placenta continues to grow and when thrown off 
is not the result of the invagination of the mucosa at that level. The 
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restoration of the uterine mucosa occurs after the placenta has begun to 
separate. The ovaries prevent the atrophy of the uterus and maintain the 
vitality of the placenta, which is assisted by the presence of embryonal 
elements. In abortion caused by removal of all the embryos the mechanism 
resembles the process in mammals, which throw off the placenta late 
(? W. mentions specially the rodents, but refers toa paper on the puerperal 
uterine involution in moles). The restoration of the uterus occurs rapidly 
and may be said to be complete when the placentas are thrown off. 
The article is illustrated with microscopic plates. E.H.L.O. 


Protection of the Perineum. 


GREER BAUGHMANN (Journ. Amer. Med. Assoc., vol. 60, p. 351). In 
delivering the head the author endeavours to place more tissue at the 
disposal of the stretched perineum by extending the legs, and rotating the 
thighs so that the patient’s toes are turned out and heels are turned in. 
He claims that by this manceuvre the skin and superficial fascia of the 
buttocks come to the relief of the perineum, and the tears are less frequent. 
The vulva is pushed back from the child’s head during the pains, while the 
patient is under anzesthesia. 


A Method of External Hysterography. 

FasreE (Bulletin de la Société d’ Obstétrique et de Gynécologie de Paris, 
etc., No. 2, Feb. 1913) describes under the title of ‘External Hysterography”’ 
an apparatus that he has devised for the graphic recording of uterine 
contractions during pregnancy, labour and the puerperium. 

Much work has already been done in the study of contractions of the 
uterus both from the laboratory and clinical standpoint. Thus, Keiffer in 
1896 made experiments to this end upon dogs. 

Franz in 1904 and Skutul in 1908 have experimented upon the uterus 
either in part or the whole, after removal of the organ, and have obtained 
very interesting results. 

Other researches under the name of ‘‘direct tocometry,’’ have been under- 
taken by Schatz, Poullet and others to determine clinically the amount of 
force exerted by the uterus during its period of contraction. 

The method commonly adopted was the introduction of a balloon into the 
uterine cavity or rectum. This balloon was connected to a manometer which 
recorded upon a revolving cylinder the force of the uterine contractions. 
Murray, especially, has obtained very important tracings showing the 
duration, rhythm and phases of the contractions exerted by the uterus. 

External hysterography was first employed by Scheeffer in 1896. Fabre 
considers this method faulty, in that it records negative pressures only, 
due to changes in the form of the uterus, these being communicated 
by a bulb in contact with the abdominal wall. Fabre also employs the 
abdominal wall as the point of application for his instrument, but instead 
of using a large surface, the point of contact is very limited and records the 
uterine contraction without being influenced by respiration or pulse. 

The hysterograph, which is illustrated in the original article, is 
constructed on the principle of Marey’s myograph. It consists essentially cf 
a rigid steel spring fixed to a board. At one extremity the spring is in 
contact with the abdominal wall by an interchangeable button. The wooden 
disc with the button is applied to the abdomen by an elastic binder, arranged 
in layers in such a way as to fix the apparatus without rendering its 
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application too painful. Pressure of the spring is regulated by a screw, 
and movements of the uterus are communicated through the button and 
spring to a Marey’s tambour. This records the contractions upon a 
revolving drum in the usual way. Owing to the fact that the intervals 
between contractions are lengthy and that the latter last for several seconds, 
it is necessary to employ drums which revolve at a slow rate. Fabre uses 
two speeds: in one case the cylinder makes a complete revolution in one 
hour, each centimetre corresponding to six minutes: in the other, the 
revolution requires thirty minutes and each centimetre corresponds to a 
minute. 

The objections that may be raised to the method are principally two, viz. : 
(1) That the application of the instrument may excite abnormal uterine 
contractions, as is the case with the introduction of a ‘‘balloon’”’ into the 
uterus in internal hysterographic methods. (2) That the tracings will not 
give a true record of the uterine contraction, inasmuch as they have to he 
taken through the thickness of the abdominal wall. 

Fabre admits the first objection, but observes that in practice the uterine 
thythm is restored and becomes normal soon after the application of the 
instrument, certainly within half an hour at the most. 

As regards the influence of respiration, pulse and foetal movements upon 
the tracing, practice has shown that these factors are of little importance. 
The apparatus is so constructed as to reduce their effect to a minimum, and 
such curves are easily recognised and can be disregarded. 

The apparatus does not cause pain in its application, and on the fifty 
occasions that the author has employed it, he has never had any trouble 
from this cause. 

The paper contains forty-seven records of cases examined by external 
hysterography, and fifteen interesting tracings are included in the text. 
These latter are of considerable value in showing the effect of various drugs 
upon uterine contraction and especially in recording the character of the 
contractions during the puerperium. H.B.W. 


The Effect of Pituitrin upon the Course of Labour. 

Fasre and RHENTER (Bulletin de la Société d’Obstétrique et de Gynéco- 
logie de Paris, etc., No. 2, Feb. 1913) publish seventeen more observations 
upon the course of labour after the employment of pituitary extract. The 
results obtained confirm the conclusions drawn by the authors from the first 
series of cases published by them before the Obstetrical and Gynzecological 
Society of Lyons in May 1913. These conclusions differ in certain points 
from the observations recently published by Siguret. The action of the drug 
upon the uterus has been recorded in the last series of cases by the method 
of external hysterography devised by Fabre. Parke, Davis and Co.’s 
preparation was employed in doses of 4 c.c. and in some cases was repeated 
up to as much as four doses. 

The patients included both primiparze and multiparze and the authors 
consider that neither age nor parity has any influence upon the effect of the 
drug. In almost all cases the indication was uterine inertia, either complete 
or relative. Pelvic contraction is a definite contra-indication and the authors 
only employed pituitrin in one case where the degree of contraction was 
slight. 

The results obtained are classed under the following headings :— 

1. Course of labour. In spite of pituitrin, upon three occasions it was 
necessary to have recourse to forceps in order to terminate labour: once on 
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account of persistent occipito-posterior position and twice because of foetal 
distress. 

2. Duration of dilatation after injection. In nine observations, dilatation 
was not complete when the pituitrin was administered. In one case where 
no dilatation was present the process occupied sixty-one hours. As a rule 
the time taken for dilatation to be complete was two hours or less, when the 
os externum measured one inch diameter at the time of injection. 

3. Character of the contractions. Of fifteen observations the contractions 
of the uterus were strong and efficient in twelve. Upon one occasion they 
were strong but not sufficient to produce rotation of the head. In two other 
cases, contraction was feeble and it was necessary to have recourse to 
‘‘Kristeller’s manceuvre” to terminate labour. 

The authors found that the drug manifested its action ten minutes and 
sometimes less, after injection. After a period in which the contractions 
have somewhat of a tetanic character, they assume their normal duration 
and rhythm. The effect as a rule lasts for an hour, but in some cases persists 
for two hours. Occasionally it passes off in forty minutes. No ill-effects 
were noted as far as the foetus was concerned and no maternal accidents 
occurred. 

4. Phenomena of delivery. In the case of twenty-two observations, in 
five patients only was labour effected under an hour. The authors therefore 
conclude that pituitrin does not lead to precipitate labour. They also find 
that hemorrhage is not excessive. The quantity of blood lost was 
measured in each case and on no occasion did it amount to more than 
700 grammes. 

As regards the value of pituitary extract as an agent in the induction of 
premature labour, Fabre and Rhenter observe that in the few cases where 
they have tried it, the results have not been satisfactory. Further observa- 
tions in this direction are required. H.B.W. 


Some points in determining the signification of albuminuria in 
pregnancy. 

HERBERT WILLIAMSON (Lancet, May 17, 1913), in a lecture to advanced 
students of the University of London, discusses the two conditions, chronic 
nephritis in connection with pregnancy and toxemia of pregnancy, which 
he says are often difficult to distinguish from one another, and that failure 
to distinguish them has retarded our knowledge and obscured the prognosis. 

Commencing with toxemia of pregnancy, he first explains the term 
and then enquires into (1) the source of the toxins, laying special stress 
on the work of Abderhalden, who showed the presence of ferments in the 
blood of pregnant women capable of splitting placental albumins and 
peptones. (2) The demonstration of antibodies by means of a complement 
fixation test similar to that of Wassermann for syphilis. 

Then he goes on to albuminuria associated with pregnancy, and the 
problem of diagnosis. 

This problem he says he has attempted to solve by means of estimating 
the acidosis in pregnancy toxzemia, and he describes his methods, which 
are as follows (giving at the same time tables of statistics on cases under 
his care) :— 

(a) Estimation of the alkalinity of the blood, by the method suggested 
by Wright, of finding the strength of an acid solution which would 
neutralize an equal quantity of serum. 

Here three tables are given: one on a series of normal pregnancies ; 


a 
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one on a series of toxzemias of pregnancy; one on a series of chronic 
nephritis with pregnancy. In the first and last the results are practically 
the same, showing a slight diminution in the alkalinity of the blood as 
compared with non-pregnant women. In the second series there is a more 
or less marked fall in the alkalinity of the blood. 

(b) Estimation of the proportion of nitrogen excreted in the form of 
ammonia salts, by Schlésing’s method, at the same time the total nitrogen 
and urea are estimated. 

Two tables are given: one a series of toxceemias with a marked increase 
in the ammonia nitrogen; the other a series of cases of chronic nephritis, 
showing little alteration in urea ammonia ratio. 

(c) The determination of the presence of acetone bodies. B. oxybutyric 
acid, diacetic acid and acetone. The two latter by the sodium nitro- 
prusside and the ferric chloride tests. 

The results showed the presence of both the latter substance in all the 
toxzmias, in 33 per cent. of the cases chronic nephritis with pregnancy, 
but never in the cases of normal pregnancy or chronic nephritis in the 
non-gravid tested. 

(d) Tha amount of sodium, bicarbonate administered by the mouth 
required to make the urine alkaline. 

The table given shows that in six cases of toxceemia a larger amount is 
required than in a normal person or one suffering from chronic nephritis. 

Dr. Williamson completes his lectures by drawing conclusions from the 
above, and remarking on some important points in the treatment. 


J.M.W. 


Three cases of symmetrical necrosis of the cortex of the kidneys, 
associated with puerperal eclampsia and suppression of urine. 

R. JARDINE and A. M. KEeNnnepy (Lancet, May 10, 1913). The first part 
of this paper, read before the Edinburgh Obstetrical Society, is by 
Dr. Jardine. 

He first mentions two cases before recorded by him and six others 
recorded by other writers, and then continues with a detailed history of 
each case and the treatment adopted, and concludes by drawing attention 
to the fact that in the other recorded cases the absence of urzemic symptoms 
was noted and in his cases no very definite symptoms of this condition 
were present. 

The second part of the paper, by Dr. Kennedy, deals with the 
pathological side of the cases. 

On each case there is first a full account of the general post mortem 
examination, with special reference to the macroscopical appearance of 
the kidneys. Secondly, a fully detailed account of the microscpoical 
appearance of the kidneys and references to the microscopical examination 
of the liver. 

Dr. Kennedy concludes his part of the paper by summing up and 
cominenting on the three cases. 

The chief stress is laid on whether the thrombosis or the necrosis is the 
primary factor in the condition found, and the author is of the opinion that 
the necrosis is primary factor and the thrombosis secondary; and he then 
says, ‘‘ What, then, initiates the necrosis? I fear that we must fall back 
upon the explanation that it is the deleterious influence on the cells of the 
eclamptic toxin, what it may really be.” J.M.W. 


H] 
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The viscosity of the blood in eclampsia and other diseases of the 
female, 

ENGELMANN and E.pers (Gynekol. Rundschan, 1913, Ht. 9). The 
authors arrive at the following conclusions :— 

(1) At the end of pregnancy the viscosity of the blood is lowered—about 
36-37 (normal 4°22—-4'38). 

(2) It is greatly increased by eclampsia—the average of 11 cases being 
50, an increase of about 40 per cent. 

(3) Venesection, especially when combined with intra-venous infusion, 
is the best method of lowering this increased viscosity. 

(4) The various forms of genital haemorrhage are associated with a 
greater or less lowering of the viscosity. The lowest figure (2°6) was 
obtained from a case of severe haemorrhage due to a myoma. 

(5) Inflammatory and suppurative conditions raise the viscosity—the 
average of 10 cases was 5°45. 

(6. In 10 cases of tubal pregnancy the viscosity averaged 3°75. This 
may be a means of differential diagnosis from inflammatory annexial 
conditions. 

(7) In infants there is a marked increase compared with maternal blood 
(535 3:7). 


Serum Therapy in the graver forms of vomiting during pregnancy 
G. FiEux (Annales de Gyn. et d’Obst., Dec. 1912, p. 718). The author 
considers the treatment of serious hyperemesis gravidarum by producing 
abortion as unsatisfactory. He regards the condition as a manifestation of 
toxeemia, and he brings forward two further cases treated by means of serum. 
The first patient was aged 29 years and in her second pregnancy. ‘The 
first pregnancy had to be terminated at 34 months owing to uncontrollable 
vomiting. 20 c.cm. of horse serum were injected without any improvement 
of the symptoms. 15c.cm. of serum obtained from a woman three months’ 
pregnant were then injected, within thirty-six hours there was marked 
improvement and the toxic symptoms gradually completely subsided. 

The second patient was aged 23 years and in her second pregnancy. The 
first pregnancy had to be terminated at the third month owing to uncontroll- 
able vomiting. 15c.cm. of horse serum were injected and rapid improvement 
followed. 

In both these cases serum was only used after all the ordinary methods 
had failed. 

Fieux states that he has now tried the injection of normal human serum, 
the serum from women in the early part of pregnancy and horse serum, and 
all these serums have brought about a favourable result. He cannot at 
present explain these results but prefers to place the facts upon record. 

J.B. 


Acute hydronephrosis of pregnancy. 

S. H. Harris (Australasian Med. Gazette, vol. xxxiii, No. 9, p. 192) 
describes a case and the treatment of this rare and interesting condition. 
The patient, i-para, ct. 24, was in the 29th week of pregnancy, when she 
was seized with pain over the right side of the abdomen, associated with 
vomiting. There were no very definite signs present except some tender- 
ness in the right lumbo-abdominal region but no enlargement of the kidney 
was detected. A catheter was passed and 2} ozs. of clear urine withdrawn, 
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which contained a few granular casts, ‘1 per cent. albumin, no pus, blood, 
organisms, nor other abnormal constituent. 

The patient’s condition was diagnosed as a right-sided pyelitis with 
probably a blocked ureter, which would account for the absence of pyuria 
and bacilluria, though an acute hydro-nephrosis would explain the absence 
of pain along the ureter and of pain and frequency of micturition. Indigo- 
carmine was injected intra-muscularly. In twenty minutes coloured urine 
was being ejected normally from the left ureter but none from the right. 
Hence it was definitely settled that there was some obstruction in the right 
ureter. Four days later, ordinary remedies having failed to diminish the 
pain or vomiting though 35 ozs. of urine were being excreted daily, the 
right ureter was catheterized. A soft obstruction was met with, 16 c.m. 
from the ureteric orifice, i.e., about the level of the pelvic brim. Directly 
this obstruction was passed 2} ozs. of healthy-looking urine escaped in a 
gush after which the normal intermittent drip was established. The pain 
in the loin ceased immediately this residual urine had escaped. The 
catheter was then passed without difficulty into the renal pelvis and 2 ozs. 
of !/,, per cent. solution of protargol injected, which caused a slight return 
of pain. The catheter was removed from the ureter six hours later. The 
urine was found to be free from organisms. The after progress was 
uninterrupted, pain and vomiting entirely subsided, and the patient 
returned to her ordinary household duties fourteen days later. 

J.A.W. 


Unusual fertility in syphilitic parents associated with anomalous 
involment of the children. 

H. F. Watson (British Medical Journal, April 26, 1913) commences by 
commenting on Wassermann’s reaction and the value of a positive result 
in this country, where the tropical diseases which also give positive results, 
can be practically excluded, and then goes on to the question of the 
exainination of both the maternal and foetal blood in cases where there are 
no definite signs of syphilis. 

While at the Hospital for Sick Chlidren, Glasgow, he has had the 
opportunity of examining the blood of a large number of cases where there 
were to stigmata of the disease, yet many of them were positive. 

But in his paper he only wishes to record the condition of a single 
family of Russian gypsies living in Great Britain. 

The woman, aged 21, had had three sets of twins in twenty-two months, 
all living; of these the first were healthy, the second showed slight signs 
of congenital syphilis, the third marked signs. 

Both parents denied strongly any question of the disease, but examina- 
tion gave signs although indefinite. Wassermann’s reaction on the blood 
of all the eight members of the family gave a positive result. 

And the points the author draws special attention to, are as follows :— 

1. Both parents denied specific disease. 

2. Both showed evidence of syphilis, only revealed on minute physical 
examination. 

3. Parents and children all give a positive Wassermann reaction. 


4. Manifestations of syphilis appear to be more severe with successive 
pregnancies. 

5. There have been no abortions. 
6. Successive multiple pregnancies. 


7. Six children born in twenty-two months. J.M.W. 
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Cause and Treatment of Breech Presentation. 


HOEVEN (Zeitschr. f. Geb. u. Gyn., Bd. lxxii, Hft. 3) discusses the various 
explanations offered to account for pelvic presentations. He recommends 
an expectant treatment until the breech is born, and then, if necessary, 
prompt interference before the child has begun to show signs of circulatory 
disturbance or embarrassment R.W,J. 


Uterus arcuatus and its obstetrical complications. 


Fasre and TRILLAT (Bulletin de la Soc. d’Obstét. and de Gyn. de Paris, 
Lyon, etc., March 1913) dwell on the fact that a cordiform or heart-shaped 
uterus, the uterus arcuatus, is well-known clinically, as well as pathologic- 
ally. The same may be said of more marked uterine malformations, yet 
even a uterus bicornis may give less trouble during labour than this type, 
where the fusion of the cornua is all but complete. Externally it is only 
indicated by a notch, a concavity on the fundus at the middle line. 
Experience has shown however, that shoulder presentations and retention 
of the placenta are commonly associated with uterus arcuatus. The authors 
examined the uterus of a primipara who died at the sixth month, under 
observation in a hospital at Lyons, from pernicious anzemia of pregnancy. 
The uterus showed the characteristic concavity at the fundus, wide rather 
than deep, the cornua assuming a globular form. The foetus lay 
transversely, the head in the right cornu, the left being occupied by the 
breech. Fabre and Trillat made vertical antero-posterior sections of the 
uterus to ascertain the variation of thickness of the wall of the fundus, 
which proved greater even than was suspected. Immediately adjacent to 
the middle line the wall attained a centimetre (‘39 inch) in thickness, but 
at each cornua, where in fact it was transparent, it measured no more than 
2 millimetres, hardly more than 3/,, inch. This thickening of the uterine 
wall at the middle line accounts for the resisting promontory which meets 
the operator’s hand when version is performed in a uterus of this type. 
It forms a spur, greatly hindering the necessary movements of the hand 
for turning the foetus when it is grasped. On the other hand, the thinness 
of the lateral parts of the fundus, increasing steadily towards the cornua, 
explains the delay in the expulsion of the placenta. The tissues of the 
muscular wall cannot detach the placenta as they retract. Since, on the 
contrary, the wall is very thick towards the middle line, its contractions in 
that region after the delivery of the foetus incarcerate the placenta instead 
of expelling it. Fabre and Trillat add photographs of the uterus and of its 
walls after section. A.D. 


Long interval between the birth of twins. 


J. M. PostietHwaite (British Medical Journal, April 26, 1913) records 
the case of a multipara who had a living male child born normally on 
February 24. Another child could be felt lying in the 1st vertex position, 
but in spite of severe after-pains at half-hourly intervals for ten hours or 
more, there was no attempt at delivery. There were practically no lochia 
and at the end of fourteen days the patient was allowed up and about. On 
April 4 labour again set in and she was delivered normally of a living 
female child. The first child weighed 6lbs., the second 6} Ibs. 

J.M.W. 


met 
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which contained a few granular casts, ‘1 per cent. albumin, no pus, blood, 
organisms, nor other abnormal constituent. 

The patient’s condition was diagnosed as a right-sided pyelitis with 
probably a blocked ureter, which would account for the absence of pyuria 
and bacilluria, though an acute hydro-nephrosis would explain the absence 
of pain along the ureter and of pain and frequency of micturition. Indigo- 
carmine was injected intra-muscularly. In twenty minutes coloured urine 
was being ejected normally from the left ureter but none from the right. 
Hence it was definitely settled that there was some obstruction in the right 
ureter. Four days later, ordinary remedies having failed to diminish the 
pain or vomiting though 35 ozs. of urine were being excreted daily, the 
right ureter was catheterized. A soft obstruction was met with, 16 ¢c.m. 
from the ureteric orifice, i.¢., about the level of the pelvic brim. Directly 
this obstruction was passed 2} ozs. of healthy-looking urine escaped in a 
gush after which the normal intermittent drip was established. The pain 
in the loin ceased immediately this residual urine had escaped. The 
catheter was then passed without difficulty into the renal pelvis and 2 ozs. 
of !/,, per cent. solution of protargol injected, which caused a slight return 
of pain. The catheter was removed from the ureter six hours later. The 
urine was found to be free from organisms. The after progress was 
uninterrupted, pain and vomiting entirely subsided, and the patient 
returned to her ordinary household duties fourteen days later. 

J.A.W. 


Unusual fertility in syphilitic parents associated with anomalous 
involment of the children. 

H. F. Watson (British Medical Journal, April 26, 1913) commences by 
commenting on Wassermann’s reaction and the value of a positive result 
in this country, where the tropical diseases which also give positive results, 
can be practically excluded, and then goes on to the question of the 
examination of both the maternal and foetal blood in cases where there are 
no definite signs of syphilis. 

While at the Hospital for Sick Chlidren, Glasgow, he has had the 
opportunity of examining the blood of a large number of cases where there 
were to stigmata of the disease, yet many of them were positive. 

But in his paper he only wishes to record the condition of a single 
family of Russian gypsies living in Great Britain. 

The woman, aged 21, had had three sets of twins in twenty-two months, 
all living; of these the first were healthy, the second showed slight signs 
of congenital syphilis, the third marked signs. 

Both parents denied strongly any question of the disease, but examina- 
tion gave signs although indefinite. Wassermann’s reaction on the blood 
of all the eight members of the family gave a positive result. 

And the points the author draws special attention to, are as follows :— 

1. Both parents denied specific disease. 

2. Both showed evidence of syphilis, only revealed on minute physical 
examination. 

3. Parents and children all give a positive Wassermann reaction. 

4. Manifestations of syphilis appear to be more severe with successive 
pregnancies. 

5. There have been no abortions. 

6. Successive multiple pregnancies. 

7. Six children born in twenty-two months. J.M.W. 
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Cause and Treatment of Breech Presentation. 


HOEVEN (Zeitschr. f. Geb. u. Gyn., Bd. 1xxii, Hft. 3) discusses the various 
explanations offered to account for pelvic presentations. He recommends 
an expectant treatment until the breech is born, and then, if necessary, 
prompt interference before the child has begun to show signs of circulatory 
disturbance or embarrassment R.W.]J. 


Uterus arcuatus and its obstetrical complications. 


Fasre and TriLat (Bulletin de la Soc. d’Obstét. and de Gyn. de Paris, 
Lyon, etce., March 1913) dwell on the fact that a cordiform or heart-shaped 
uterus, the uterus arcuatus, is well-known clinically, as well as pathologic- 
ally. The same may be said of more marked uterine malformations, yet 
even a uterus bicornis may give less trouble during labour than this type, 
where the fusion of the cornua is all but complete. Externally it is only 
indicated by a notch, a concavity on the fundus at the middle line. 
Experience has shown however, that shoulder presentations and retention 
of the placenta are commonly associated with uterus arcuatus. The authors 
examined the uterus of a primipara who died at the sixth month, under 
observation in a hospital at Lyons, from pernicious anaemia of pregnancy. 
The uterus showed the characteristic concavity at the fundus, wide rather 
than deep, the cornua assuming a globular form. The fcetus lay 
transversely, the head in the right cornu, the left being occupied by the 
breech. Fabre and Trillat made vertical antero-posterior sections of the 
uterus to ascertain the variation of thickness of the wall of the fundus, 
which proved greater even than was suspected. Immediately adjacent to 
the middle line the wall attained a centimetre (‘39 inch) in thickness, but 
at each cornua, where in fact it was transparent, it measured no more than 
2 millimetres, hardly more than 3/,, inch. This thickening of the uterine 
wall at the middle line accounts for the resisting promontory which meets 
the operator’s hand when version is performed in a uterus of this type. 
It forms a spur, greatly hindering the necessary movements of the hand 
for turning the foetus when it is grasped. On the other hand, the thinness 
of the lateral parts of the fundus, increasing steadily towards the cornua, 
explains the delay in the expulsion of the placenta. The tissues of the 
muscular wall cannot detach the placenta as they retract. Since, on the 
contrary, the wall is very thick towards the middle line, its contractions in 
that region after the delivery of the foetus incarcerate the placenta instead 
of expelling it. Fabre and Trillat add photographs of the uterus and of its 
walls after section. A.D. 


Long interval between the birth of twins. 


J. M. PostLetHwalte (British Medical Journal, April 26, 1913) records 
the case of a multipara who had a living male child born normally on 
February 24. Another child could be felt lying in the 1st vertex position, 
but in spite of severe after-pains at half-hourly intervals for ten hours or 
more, there was no attempt at delivery. There were practically no lochia 
and at the end of fourteen days the patient was allowed up and about. On 
April 4 labour again set in and she was delivered normally of a living 
female child. The first child weighed 6lbs., the second 6} Ibs. 

J.M.W. 
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Pelvic deformity: deep symphysis: Czsarean section. 

BARTON COOKE Hirst (Amer. Journ. Obstet., April 1913) reported at a 
recent meeting of the Obstetrical Society of Philadelphia an instance of 
extreme depth of the symphysis. He had operated in the patient a year 
previously, performing Czesarean section. The symphysis pubis measured 
6 centimetres (2°34 inches) in height. The pelvic inlet was quite normal, 
being 11 c.m. (4} ins.) in antero-posterior diameter. In consequence of the 
decrease in the conjugato-symphyseal angle, the lower edge of the 
symphysis was diverted backward leaving a measurement of only 8 centi- 
metres (312 ins.) betwen it and the tip of the sacrum which would not 
allow a foetal head to emerge. As the patient lay on her back the lower 
edge of the symphysis was on a level with the posterior commissure of the 
vulva and pressed on the posterior vaginal wall. It was consequently 
impossible to make a vaginal examination without forcibly pushing the 
posterior vaginal wall backwards. 


Ovarian tumours complicating pregnancy, delivery, and the 
puerperium. 

BaRRET?T (Surgery, Gynecology and Obstetrics, January 1913). This 
article is a statistical review based upon the results obtained by operative 
and expectant treatment respectively in cases of pregnancy complicated by 
ovarian tumours. 

The author has collected 114 cases, 76 of which were operated upon 
before full term. Four of the mothers died, but only one death can be 
properly attributed to the operation. (Maternal mortality 13 per cent.) 
Abortion or premature delivery followed ovariotomy in a little over 12 per 
cent. of the cases. 

On the other hand, 38 out of the series of 114 cases were not subjected 
to operation before term and the maternal mortality was 184 per cent. 
(The foetal mortality in this class of case is not given and the list of cases 
does not make it clear.) Only seven of the 38 cases finally escaped 
operation and four of these died. The remaining three still have their 
tumour with its inherent dangers. 

The statistics of the cases operated upon show that there is considerably 
less risk to the mother and child when ovariotomy is undertaken during 
the first half of pregnancy. 

Out of eight cases of double ovariotomy, six went to term, a fact which 
in the author’s opinion controverts the opinion that pregnancy cannot 
continue without the corpus luteum. 

The slightly higher rate of abortion after double ovariotomy raises the 
question as to whether the presence of ovarian tissue has a beneficial 
influence on pregnancy, or whether injury incident to the presence and 
removal of two tumours does not account for the higher percentage of 
abortions. 

Statistics from a number of other authors are quoted in support of the 
operative as opposed to the expectant line of treatment. W.W.K. 


The Pneumo-coccus in Puerperal Infection. 

Bonpy (Zeitschr. f. Geb. u. Gyn., Bd. 1xxii, Hft. 3) reviews the literature 
of this subject and refers to cases in which the organism has been recovered 
from the genital secretion before, during, and after labour, from the 
lochia of infected cases, the pus in puerperal peritonitis, and the blood in 
puerperal sepsis. R.W.J. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 
Meeting held May 1st, 1913. 

The President, Dr. AMAND RourtH, in the Chair. 

The officers and Council for the next session 1913—1914 were duly 
elected as follows :— 

President: *W. S. A. Griffith, M.D. 

Past Presidents: Sir Francis H. Champneys, Bart.,M.D.; Sir J. Halliday 
Croom, M.D.; Alban Doran, F.R.C.S.; *Amand Routh, M.D.; Sir William 
J. Smyly, M.D.; W. D. Spanton, F.R.C.S.; *Herbert R. Spencer, M.D. 

Vice-Presidents: G. F. Blacker, M.D.; *W. W. Chipman, M.D.; 
F. W. N. Haultain, M.D.; Arnold W. W. Lea, M.D.; H. MacNaughton- 
Jones, M.D.; Mary Scharlieb, M.D.; *Heywood Smith, M.D.; J. H. Targett, 
M.S.; *W. W. H. Tate, M.D. 

Hon. Secretaries: T. Watts Eden, M.D.; *C. Hubert Roberts, M.D. 

Other Members of the Council: H. Russell Andrews, M.D.; W. Blair 
Bell, M.D.; Archibald Donald, M.D.; J. S. Fairbairn, M.B.; *A. E. Giles, 
M.D.; *Bryden Glendining, M.S.; D. Berry Hart, M.D.; *Eardley Holland, 
M.D.; M. Handfield-Jones M,D.; *F. J. McCann, M.D.; *R. G. McKerron, 
M.D.; *J. D. Malcolm, F.R.C.S.Ed.; *G. F. Darwall Smith, F.R.C.S.; 
Ethel Vaughan-Sawyer, M.D.; Clifford White, M.D.; *Beckwith Whitehouse, 
M.S.; *John A. Willett, M.D.; *Thomas Wilson, M.D. 

Representative on Library Committee :* Cuthbert Lockyer, M.D. 

Representative on Editorial Committee: John Phillips, M.D. 

* Those marked with an asterisk have not held similar office during the 
past year. 

Dr. Napier Burnett (Newcastle-on-Tyne) read a short communication on 

“ BACTERIAL INFECTION OF THE Foetal, MEMBRANES FROM A CASE OF 
HypRORRHG@A GRAVIDARUM.”’ 

The patient, a primigravida, at. 28, had an abortion occurring in the 
23rd week. Pregnancy had run a normal course until 16 days before the 
miscarriage, when a discharge of watery fluid occurred, which was followed 
in two days by a more copious discharge; this continued intermittently, 
and the foetal movements were still felt by the patient. During the 
miscarriage there was practically no liquor amnii, and the afterbirth was 
discharged spontaneously. On examination of the membranes a thickened 
yellowish patch about the size of the palm of the hand was noticed, situated 
upon the pole opposite to the placenta. The puerperium was complicated 
by an attack of appendicitis, but in other respects was normal; the 
appendix was removed four weeks later and found to contain about two 
drachms of purulent fluid. The thickened patch of foetal membrane was 
examined by Professor Stuart McDonald. He found the thickening affected 
chiefly the chorion, which presented nodular bulgings on its decidual 
aspect; the amnion was only slightly affected. The thickened parts 
showed leucocytic infiltration, and extensive areas of necrosis; in the latter 
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were found isolated areas closely resembling miliary abscesses in appear- 
ance. These parts also showed extensive bacterial invasion, but as the 
membranes had been hardened in preservative fluid, no cultures of these 
organisms could be made, and consequently their identification was 
impracticable. The author believed that the fluid discharged was liquor 
amnii, and further expressed the opinion that the bacteria had probably 
been lying dormant in the vagina during pregnancy; no vaginal examina- 
tion had been made previous to the miscarriage. He further discussed the 
question whether the bacterial injection of the chorion was the cause of the 
rupture of the membranes or whether it occurred subsequently. He had 
been unable to find a parallel case in the literature. 

Dr. Russet, ANDREWS read a short communication on 

An Unusual CASE OF ‘RUPTURE OF THE UTERUS. 

The patient was tertipara, and was admitted to the London Hospital 
24 hours after labour. She had been attended by a doctor who reported 
that he had had great difficulty in delivering with forceps and then directly 
after delivery a pendulous mass came down through the vulva. On 
admission to the hospital the patient was extremely ill; the swollen, torn 
cervix protruded through the vulva, and examination under anzesthesia 
showed the following lesions :—(1) Incomplete rupture of the perineum 
with much bruising; (2) vagina completely separated from cervix except 
for about three inches in front and to the right side; (3) lower uterine 
seginent and cervix separated from the upper uterine segment except on 
the right side and in front; (4) lower segment and cervix torn through 
from top to bottom on the left side. There was a large quantity of blood 
in the peritoneal cavity. Vaginal hysterectomy was at once performed, 
some difficulty being met with in separating the bladder, which was 
ultimately overcome by retroverting the uterus into the vagina and then 
separating the bladder from above downwards. A large drainage-tube was 
passed into the peritoneal cavity, and the edges of the vaginal wall united 
to the peritoneum. There was some pyrexia for 44 weeks after the 
operation, but ultimately the patient made a good recovery. The author 
believed the injury had been caused by one blade of the forceps having 
been applied outside the uterus, and the cervix and lower uterine segments 
had been pulled away with the head by main force. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


Meeting held in Leeds, April 18, 1913. 
The President, Dr. FoTHERGILI, (Manchester), in the Chair. 
Present : 22 members. 
Apam Moss, M.D., West Kirby (Leeds), was elected a member. 


OBITUARY. 
ARTHUR JOHN WALLACE, M.D. (Edin.). 
1886—1913. 
Hon. Obst. Surgeon, Ladies’ Charity and Lying-in Hospital. 
Hon, Surgeon, Hospital for Women, Liverpool. 


The President’s obituary address has appeared on p. 318 of the May 
number of the JOURNAL. 


Dr. HELLIER (Leeds) showed a specimen of 
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AN OVARIAN DERMOID CyST CONTAINING A PIECE OF BONE, SOME TEETH, 
PARTICLES OF CARTILAGE, A SMALI, AMOUNT OF HAIR, AND A PIECE OF SKIN. 


The patient was a Jewess, aged 4o, vi-para. The cyst was of moderate 
size, springing from right ovary, long pedicles, no adhesions : operation 
simple and uncomplicated. 


Dr. HELIER (Leeds) showed a specimen of 


ENORMOUSLY HyPERTROPHIED LABIA CERVICIS UTERI, REMOVED FROM A 
PATIENT AT TERM. 


She was a xiii-para, aged 4o, and she was sent to the Infirmary recently 
with two large globular tumours hanging from the vulva, the anterior one 
being 4 inches in diameter and the lower only a little smaller. They were 
deep purple in colour, highly oedematous, bleeding on the surface and 
looking as though they might necrose. They were obviously the hyper- 
trophied labia of a deeply lacerated and procident cervix: the head was 
reached by passing the finger about 3 inches up the cervical canal. Labour 
had not commenced. The patient said she had lost a good deal of blood cn 
the afternoon before admission. Dr. Hellier decided to remove the labia 
and this was easily accomplished by a wedge-shaped incision in each 
labium. The bleeding was inconsidcrable and the cut edges were stitched 
over with catgut, care being taken not to ‘‘ purse-string’”’ the cervix. 
The patient did very well. Labour came on a week later and ran an easy 
course and she has done well since. When involution has taken place the 
question of further operation will be considered. 


Dr. HELIER (reeds) showed a specimen of 
PERITHELIOMA VAGINAS ET VESICA‘. 


A section is given taken from a case of destructive new-growth of the 
vaginal vault and bladder, which has caused a vesico-vaginal fistula. 

The patient is 44 years of age, xiii-para, last child 5 years ago. Meno- 
pause at 42. She first came to the Infirmary in March 1912. She then said 
that she had had involuntary passage of urine since January 1910 with 
occasional bleeding and offensive discharge; but this discharge had by no 
means been constant. On vaginal examination, March 1912, new-growth 
was found invading the vaginal vault but not involving the cervix wall, and 
there was a fistulous communication with the bladder. The case was 
diagnosed as carcinoma and considered inoperable. But this last March 
(1913) she came again to the Infirmary and we were surprised to see her 
in fair general condition, without emaciation or cachexia. The local 
condition had not made much advance, and there was not much bleeding 
and offensive discharge. She was admitted for further examination under 
anzesthetic., March 29, 1913. There was a considerable amount of new- 
growth of a soft spongy nature at the vaginal fundus, both on the anterior 
and posterior wall and the cervix uteri is involved also but not very deeply. 
There is a large fistulous opening into bladder just in front of the cervix 
and the edges of this opening are nodular and thickened. The broad 
ligaments are a little involved to some extent and the uterus is somewhat 
fixed. A portion of the growth was removed for examination. The 
pathologist’s report is appended, but although the condition is described 
as highly malignant, the course of the case, compared with that of ordinary 
epithelioma of the parts, is notably slow. 
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REPORT ON SPECIMEN OF PERITHELIOMA FROM VAGINA. 
By Dr. A. H. MILLER. 

The portion of tissue, the size of a walnut, was fixed in 10 per cent. 
formalin for two days. A section was then cut and passed through alcohol 
in the usual way and then stained with haematoxylin and eosin (aqueous). 

The tumour is divided up by broad strands of fibrous and connective 
tissue into irregular lobules composed of the cells of the tumour. In these 
lobules are numerous blood-vessels and in those vessels which are cut across 
the essential peritheliomatous structure of the tissues can be clearly seen. 
Here the cells can be seen to arise from the outer coats of the vessels, to 
radiate outwards like the spokes of a wheel, to blend with the cells coming 
in a similar manner from the neighbouring small vessels. The whole 
appearance somewhat resembles hepatic lobules. The tumour appears to 
be very vascular and from each little vessel the same radiating structure 
of cells is to be found, so that with the vascularity of the tumour there is 
also a highly cellular condition. Under a higher power the cells themselves 
are small and oval and resemble carcinoma cells. They lie close together 
but are supported by a fine stroma of connective tissue, which runs across 
between their long axes. There are numerous mitosing nuclei in the cells. 
Amongst the fibrous tissue are bands of unstriped muscle, an indication of 
the penetrative power of the tumour. 

The tumour from its inefficiency of capsulation, its extreme cellularity 
and the presence of so many mitosing nuclei appears microscopically to be 
highly malignant. 


Dr. Mines (Sheffield) showed 
A CASE OF PERITHELIOMA OF THE UTERUS. 

Mrs. E. P., aged 52, 11 children, last 15 years ago. She complained of 
profuse losses, lasting three or four days, and occurring every fortnight 
during the last five months. ‘Till then she had been unwell 28 daily : three 
days : scanty loss last two or three years. No leucorrhcea. Slight aching 
in back and thighs last month, otherwise no pain. Distinct loss of flesh 
and strength last four or five months. No difficulty with bladder or bowels. 

On examination she was markedly anzemic and slightly cachetic, her 
appearance suggesting malignant disease. There was a central hypogastric 
swelling, rising out of the pelvis, of about the size of a four months’ 
pregnancy; it was smooth, firmly elastic, movable and not tender. 
Bimanually it felt like a simple interstitial myoma, but the history and 
general appearance of the patient suggested some malignant change in the 
tumour or the endometrium. Apart from a healed erosion and slight atresia 
of the external os, the cervix was healthy. 

The whole uterus and its appendages were removed on April 4, 1913. 
There were no adhesions and the appendages were healthy. Recovery was 
quite straightforward and at the end of a fortnight she was already looking 
better. 

Section of the uterus showed a single encapsuled, interstitial tumour, 
34 inches in diameter. Its cut surface was semi-translucent and free from 
any whorls of fibrous tissue. Microscopically it was a typical perithelioma. 
The specimen was shown on account of its comparative rarity and in the 
hope of obtaining opinions as to the prognosis. 


Dr. W. W. KinG (Sheffield) showed a specimen of 
UTERINE MYOMA UNDERGOING SARCOMATOUS DEGENERATION. 
While it was impossible to say whether this specimen demonstrated a 
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sarcomatous change in a myoma or a sarcoma arising as an independent 
growth, the former is the more probable. 

The specimen was removed from a patient, aged 69, who had had 
irregular haemorrhages for the past ten years, without any definite 
climacteric. Three days previously a severe flooding had taken place 
accompanied with pains like those of labour. She was very fat, but on 
vaginal examination the uterus was found enlarged to the size of a fist. 

The abdomen was opened on a diagnosis of fibroids possibly undergoing 
malignant changes. In view of this possibility, and in spite of her 
excessive amount of fat, a total hysterectomy was performed. Recovery 
was uneventful and she was well three months after the operation. 

The specimen showed a simple myoma on the anterior uterine wall 
which bulged slightly into the cavity. In the posterior wall there was a 
yellowish homogeneous tumour, the size of a grape, which on microscopic 
exainination proved to be a small round- and spindle-celled sarcoma without 
any definite capsule. There was also a simple adenomatous polypus in the 
uterine cavity. 

Sarcomatous changes are found in about 2 per cent. of all myomata ; 
and in a recent article from Professor Krénig’s clinic it is stated that a 
permanent cure can only be hoped for in 25 per cent. of these cases. In his 
comparatively limited experience he had never come across a recurrent 
sarcoma after hysterectomy for myoma. If this was the experience of 
others is it always necessary to perform a total hysterectomy even in a very 
fat patient such as this? Finally, supposing a sub-total hysterectomy has 
been done for myomata and a sarcomatous nodule is subsequently 
discovered in the tumour, should we re-open the abdomen to remove the 
remains of the cervix ? 


Dr. HELIER asked whether it was necessary to open the abdomen again 
to remove the cervix: in his opinion this could have been done quite 
easily from the vagina. 


Dr. LeitH Murray expressed the opinion that this was not a sarcoma 
but young, growing, cedematous fibroid tissue. The specimen had a 
definite capsule microscopically; the cells were oval, not round, and had 
more of the characters of young fibroid tissue than sarcoma. 


Dr. FOTHERGIL, said he could not remember one of these cases recurring, 
so he held the opinion that they were of low malignancy. He objected to 
the term ‘‘ sarcomatous degeneration’’?: malignancy meant a growth of 
new tissue, not degeneration of old tissue. 


Dr. PHILLIPS said in his opinion the cervix ought to be removed widely 
by abdominal section in a case such as Dr. King had described. He was 
coming more to the conclusion that panhysterectomy should be performed 
for all cases of fibromyomata of the uterus. 


Dr. Kinc in reply, said that he was glad to hear from the President that 
in his experience recurrent sarcoma after the removal of myomata was very 
uncommon. He agreed that the term sarcomatous degeneration was not 
so good as sarcomatous change or transformation. Removal of the cervix 
at a second operation seemed to be unsafe if the uterine stumps had been 
sewn into the cervix. He could not agree with Dr. Leith Murray that the 
tumour was a young myoma, first, because it was too big; second, because 
it was so very cellular and showed no muscle fibres on staining with Van 
Gieson; and third, because it had no definite capsule. 
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Dr. Crort (Leeds) showed a specimen of 


EARLY CANCER OF THE BODY OF THE UTERUS. 

Uterus and appendages removed by radical abdominal operation from 
nulliparous woman, aged 48, married two years. After some climacteric 
amenorrhcea she had some irregular heemorrhages. The cervix having been | 
dilated a small amount of growth was removed by the curette from the 
upper part of the uterine cavity. 

The specimen shows a small ulcerating growth, about half an inch in 
diameter, eroding the inner surface of the uterine wall near the left cornu. 
Microscope revealed a typical adeno-carcinoma. 


Dr. Crort (Leeds) showed a specimen of 
EPITHELIOMA OF VAGINAI, PORTION OF THE CERVIX. 


Uterus and appendages removed by radical abdominal operation from 
married woman, aged 35. A mushroom growth had occupied the surface 
of the anterior lip of cervix extending from just without the external os 
to the vaginal reflexion. 

The parametria glands, etc., quite unaffected. Microscopic structure 
showed squamous epithelioma with cell nests, etc. 

The two specimens exhibited as specially indicating a favourable 
prognosis and the cases will be carefully watched. 


Dr. Crort (Leeds) showed a specimen of 
FALLOPIAN TUBE WITH ACCESSORY OsTIUM. 

Uterine appendages of the right side removed for small ovarian tumour. 
The tube was removed with the cyst as it presented an accessory ostium 
abdominale. Surrounded by fimbriae, situated about one inch from the 
normal ostium and on the upper aspect of the tube. 


Dr. FLETCHER SHAW (Manchester) showed a specimen of 
HA:MORRHAGES INTO AN ANGEOMATOUS FIBROMYOMA OF THE UTERUS : 
ATHEROMA OF THE UTERINE ARTERIES, 
a full account of which will appear in the July number of the JourNAL. 


Dr. FOTHERGILI (Manchester) read a paper on 
‘‘ OPERATION FOR PROLAPSE COMPLICATED BY HYPERTROPHY OF THE CERVIX,” 
which will appear in the July number of the JourNAL. 

Dr. E. O. Crorr (Leeds) said that he had gradually arrived at similar 
conclusions to those of Dr. Fothergill with regard to colporrhaphy. In 
cases of prolapse with cystocele he had long since abandoned the old method 
of removing a symmetrical spindle-shaped portion of the anterior vaginal 
wall and uniting the edges. Recurrence of the cystocele usually resulted. 
It was soon found necessary to bring plenty of the vesico-vaginal tissues 
together deeply before suturing the vaginal surface, in order to make a 
thick solid support for the bladder. Later, he preferred to make the 
incisions angular—four-sided or trowel-shaped—with the wider part nearer 
the cervix, and more recently brought the widest points of the incision 
further towards the sides of the cervix, producing a raw surface of the 
shape of an isosceles triangle or even of arrow-head shape, in order to 
bring a mass of tissue from each side of the cervix to join its fellow in front 
thereof. At the same time it was necessary to expose the base of the 
bladder more or less and push it upwards before uniting the tissues below 
it. The bladder was no doubt puckered to some extent but this apparently 
caused no trouble. Dr. Croft thought it advisable to use a number of 
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separate sutures for the deep tissues, but thought a continuous catgut 
suture was suitable for the union of the superficial layer of the vaginal 
wall. Dr. Croft thought Dr. Fothergill’s method of amputating the cervix 
after completing the colporraphy was a good suggestion. 


Dr. HELIER (Leeds) read a paper on 
A SHORT NOTE ON THE TREATMENT OF RETAINED MEMBRANES. 


A patient, aged 25, was sent into the hospital because she was at term 
in her second pregnancy and because she had diffuse suppurative mastitis. 
Her last pregnancy was two years ago. She suckled the child for twelve 
months and there was no complication. In the eighth month of her second 
pregnancy and the cause of this was not determined. 

Labour came on just after admission on November 23, 1912, and she 
was delivered naturally. The placenta was delivered in 14 hours, she lost 
about 30 ounces of blood by P.P.H., but the membranes were almost all 
retained in utero. My H.S. rang me up to say that the membranes were 
retained, the uterus tightly contracted, and haemorrhage arrested and the 
patient was suffering from shock and was rather collapsed, and he asked 
what should be done. Now this is not a problem which would perplex the 
members of this Society, but I have been interested to note the diverse 
opinions given by sundry students and practitioners to whom I have put 
the question since. 

My answer is, Do nothing immediately but treat the shock and collapse, 
assuming that haemorrhage does not occur. 

It is a mistake to undertake obstetrical manipulations in an exhausted 
patient, if they can be postponed or avoided. After a few hours the patient 
will have recovered from the shock and the uterus will be relaxed. I hold 
this to be a principle of wide application in obstetrics. Next morning the 
patient was very much better, the uterus had risen up in the usual way 
and a small piece of membrane presented at the os. Now came the question 
what was the best method of removing the membranes in their entirety 
from the uterus? A protruding piece would tear through, and one is 
always glad to avoid introducing the hand at this period in the puerperium. 
A simple expedient occurred to me. In performing Czesarean section, when 
one wants to remove the membranes the best plan is to wipe them away 
with a gauze swab, and I adopted this plan in the following way. Taking 
a long pair of simple sponge-holding forceps, I wound a broad gauze 
bandage around them many times till I had made a large spindle-shaped 
tampon just as large as would pass into the uterus. In introducing this 
with a screw movement, I rotated it many times in utero. On withdrawing 
the tampon I had the satisfaction of seeing the whole of the missing 
membranes wound round the tampon. A second similar tampon brought 
almost nothing more, nor did the blunt flushing-curette. Then I swabbed 
out with iodine. Before this operation the patient was anzesthetised, the 
vagina rigidly disinfected and the cervix drawn down with volsella. The 
mamina was then freely incised. She made a good recovery. 

I daresay there is nothing very novel in this, but it seems to me that 
the rotation of a large gauze tampon in utero is a very good plan for 
removing any pieces of membrane that are large enough to cause trouble 
if left. The uterus can be grasped meanwhile by a hand upon the abdomen. 


In cases of abortion the method is no doubt often employed by all of us 
on a smaller scale. 
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MIDLAND OBSTETRICAL SOCIETY. 
Meeting held at Birmingham, April 8, 1913. 
Dr. Mains, President, in the Chair. 


Cystic KIDNEY SIMULATING OVARIAN CySsT. 


Dr. PursLow showed a large cystic tumour of the kidney which he had 
removed by abdominal section. ‘The patient, single, 35 years of age, 
presented a cystic swelling the size of a seven months’ gravid uterus : it was 
lobulated and freely movable and extended across the middle line, though 
lying more on the right side of the abdomen. It could be felt from the 
vagina and not from the loin, and in fact showed all the characters of an 
ovarian cyst and was diagnosed as such. 

As soon as the abdomen was opened, the tumour was seen to be renal in 
origin, the outer layer of the ascending meso-colon was incised and the 
tumour removed, after tying off its attachments. The peritoneum of the 
meso-colon was closed with sutures and the abdominal wall closed without 
drainage. 

The patient made an uninterrupted recovery. 

The cyst was found to be formed in about equal proportions by the 
dilated pelvis and the distended cortex, little or no kidney tissue being 
left unaffected. 

Even after operation the most careful questioning failed to elicit any- 
thing in the previous history which would have given a clue to the 
condition. 

Dr. WALTER SWAYNE observed that he had had previously a similar 
experience to that recorded by Dr. Purslow. In his case it was quite 
impossible to say before operation from which side of the abdomen the 
tumour had arisen. Even when the abdomen was opened, the organ was 
only diagnosed as being kidney by reason of the loose peritoneum over it. 

Dr. T. CLARE recorded an instance of an enormously dilated kidney 
becoming manifest immediately after labour. In this case the condition 
had in no way interfered with pregnancy or labour. 

Dr. THoMAs WILSON remarked that he also had been misled in diagnosis 
by a renal tumour. Two or three years ago he had diagnosed a case as 
axial rotation of an ovarian cyst complicating pregnancy, but operation 
proved that it was a suppurating hydronephrosis which had become infected 
from the ascending colon. 

Again, more recently he had seen a case which had been diagnosed as an 
ovarian cyst, but which he thought was an omental cyst. Laparotomy 
disclosed a cyst in relation with the left kidney. He had removed the 
kidney but since had regretted this as he thought in this case it would have 
been possible to leave a portion of the organ. 

Dr. EpGE was interested in Dr. Wilson’s remarks and wondered how far 
it was possible to leave a portion of the kidney with a good prospect ot 
retaining its functional activity. 

Dr. ParpHy thought that in these difficult cases, the diagnosis frequently 
depended upon whether a general surgeon or gynecologist saw the patient. 
He had seen more than one instance where a tumour was diagnosed by a 
general surgeon as a movable or cystic kidney, which proved at operation 
to be a cyst of ovarian origin. 
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Dr. PurRsLow, in reply, said that although correct diagnosis was of 
course highly desirable, in this particular case it did not affect treatment. 
Removal of the tumour was the only course open to him. Two diagnostic 
points occurred to him which had been cited as useful by a general surgeon, 
viz. : if pain is produced upon pushing the tumour down into the pelvis, it 
is likely to be of renal origin; if the tumour projects markedly forwards it 
is connected with the ovary. 


A CASE OF FULL-TERM INTRA-LIGAMENTARY GESTATION. 

Dr. THomMAS Wu.son showed the foetus and sac from a case of full-term 
intra-ligamentary gestation. A point of considerable interest was the fact 
that the patient had never shown any signs of pregnancy and was unaware 
of the nature of her condition. 

Menstruation had been quite regular throughout. The foetus had under- 
gone “‘aseptic skeletonisation.”” (The case appears in detail in the Society’s 
Transactions.) 

Dr. F. EpGr remarked upon the extreme difficulty that may arise in the 
diagnosis of a foetus enclosed in a sac, even after the abdomen has been 
opened. 

Dr. C. E. Pursiow observed that when the liquor amnii had drained 
away at times it was extremely difficult to diagnose a pregnant uterus from 
a fibromyoma. 

Dr. Lewis GRAHAM expressed his thanks to Dr. Thomas Wilson for the 
very thorough way in which he had sifted this interesting case. He asked 
for information as to the size of the uterus, since in a case of full-term 
ectopic gestation that he had seen under the care of Dr. Copeland Savage, 
the uterine sound could be passed for 94 inches. In this case foetal move- 
ments were quite evident. 

Dr. THoMAS WILSON, in reply, said that he did not think it would be 
possible for anybody to diagnose correctly the condition before operation in 
this case. There was no menstrual history, no evidence of false labour and 
no foetal movements. The uterus was quite small and certainly not more 
than three inches in length. He had seen two cases of full-term extra- 
uterine gestation besides the present one. One of these had been under the 
care of the late Mr. Lawson Tait. The other he saw last year at Manchester 


; under the charge of Dr. Fothergill. The diagnosis had been correctly made 


in this case by the practitioner who sent the patient to hospital. 


FIBROMYOMATA OF UTERUS COMPLICATING PREGNANCY. 

Dr. W1LL1AM SMITH showed a uterus, the seat of multiple fibromyomata, 
interstitial and sub-peritoneal, complicating a two and a half months’ 
gestation. He had removed the uterus from a woman, aged 30, whose 
menstrual periods had always been regular but excessive until January 1913. 
The last period terminated on January 28, and five weeks later she sought 
advice on account of an abdominal tumour. The swelling rapidly increased 
in size, and three weeks later it was decided to explore, and if necessary 
remove the uterus. This was done on April 3, 1913, and the patient made 
a good recovery. 

The largest fibroid was situated low down upon the anterior wall and 
would have obstructed delivery per vias naturales. The patient had had no 
pressure symptoms and was in good health. The reason why hysterectomy 
had been performed instead of awaiting events was the extraordinarily rapid 
development of the mass whilst under observation. 

29 
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Dr. THoMAS WILSON said that the treatment of such a case as this could 
well form the subject of discussion before the Society. The general rule 
now adopted in this complication was as far as possible to allow the 
pregnancy to go to term and to interfere only if accident occurred. He had 
himself removed a pregnant uterus with fibroids upon two occasions. In 
one case the tumour had appeared clinically to be a sarcoma and this was 
the indication for operation. In the other case retention of urine and severe 
pain had called for treatment. In such a case as Dr. Smith had shown, he 
thought that it would have been preferable to allow the pregnancy to 
continue to term and then deliver by Caesarean hysterectomy if necessary. 

Dr. Swayne agreed with Dr. Thomas Wilson’s views, and said that the 
opinion now largely held is not to interfere in these cases unless dangerous 
symptoms arise. The class of operation must be decided by the conditions 
present. Myomectomy has a very definite place in this connection, and he 
had successfully enucleated fibroids during the early months of pregnancy 
without disturbing the gestation. With regard to Dr. Smith’s case, he 
thought that the specimen certainly called for operation although the 
symptoms did not. 


TuBAL ABORTION AND HaA:MATOCELE SIMULATING PYOSALPINX 

Dr. Wii11AM SmitH also showed the right uterine appendages from a 
case of tubal abortion with extensive pelvic haematocele. The specimen had 
been removed from a patient, aged 34, married three years, and with no 
history of previous illness. The last menstrual period began October 20, 
1912. Upon January 4, 1913, severe uterine haemorrhage occurred and she 
felt very ill. She remained in bed for a week and on January 13 her 
temperature reached 102°. Vaginal examination revealed a large swelling 
in the region of the right appendages and Douglas’s pouch. The pyrexia 
subsided but anzemia became progressively worse. Until the anzemia 
increased, a diagnosis of pyosalpinx secondary to early uterine abortion had 
been made. As the swelling increased in size, however, coincidentally with 
a general improvement in the symptoms except the anamia, ectopic 
gestation was diagnosed and laparotomy performed. ‘The ostium of the 
right tube was found communicating with a large heematocele and recent 
blood was issuing from its lumen. The patient made a good recovery. 


DYSMENORRHGA AND STERILITY. 

Dr. T. CLareE read a short communication upon the pathology and treat- 
ment of a case of dysmenorrhcea and sterility. This paper will appear in 
the Transactions of the Society. 

Dr. THomAS WILSON recalled the fact that at the annual meeting of the 
British Medical Association in 1911, he had read a short paper upon Small 
Fibroids at the level of the os internum as a cause of dysmenorrhea. He 
had since confirmed his observations and probably the underlying factor 
was a disturbance in the polarity of the uterus. He was glad to hear a 
reference to Hermann’s work upon the dilatation of the cervix during 
menstruation, but as far as he knew these observations had never been 
confirmed. Dr. Clare’s suggestion that sterility is dependent upon the 
same cause is quite probable. 

Dr. WALTER SWAYNE thought that some cases of dysmenorrhoea and 
sterility may be due to malposition of the cervix and to acute anteflexion. 
He had had a small experience in altering the position of the cervix as 
suggested by Dudley of Chicago, and had found that the operation relieves 
the sterility but not the dysmenorrhea. 
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Dr. PursLow remarked that he had always considered that stenosis of 
the os internum was one of the causes of dysmenorrhoea and not contraction 
of the os externum. In the cases quoted it was the latter that was affected. 

Dr. CLarg, in reply, said he believed that Hermann had shown by means 
of the sound that dilatation of the os internum occurs during menstruation. 
The observation had not been made in the case of coitus. 


UTERINE FIBROMYOMATA AND THEIR COMPLICATIONS. 

Dr. K. M. ParpHy showed the following specimens :— 

(a) Fibroid closely simulating pregnancy. 

(b) Fibromyomata of the uterus from a patient who first recognised the 
tumour at the age of 20. Increase in size had been gradual until the age 
of 42. The neoplasm then caused inconvenience from its size, but the 
menstrual history had always been normal. 

(c) Uterine fibromyoma associated with two very large ovarian cysto- 
adenomata. 

Dr. PursLow, in congratulating Dr. Pardhy upon the successful results 
he had obtained, said that the earliest age at which he had seen fibroids of 
the uterus develop was 24. 

The PRESIDENT, in drawing the work af the Session to a close, said that 
the quantity and nature of the work done during the year by the new 
Society was surely an indication of the resources at its command. It had 
realised the utmost expectation of all and proved an undoubted and firm 
foundation for future progress. With the enthusiasm displayed by those 
who had taken part in the meetings and the able and valuable services of 
Dr. Purslow and Dr. Whitehouse, they need fear no falling off but an 
increased membership and a continuance of the same spirits of unanimity 
and good feeling that had hitherto pervaded the Society. 


EDINBURGH OBSTETRICAL, SOCIETY. 


Meeting held Wednesday, May 14, 1913, the President, Dr. HaA1G FERGUSON, 
in the Chair. 

The PRESIDENT first showed a specimen of a huge fluctuating Fibroid 
Uterus containing a large calculus in its walls. 

Dr. BarBour exhibited a specimen of Adeno-myoma and one in which 
there were endothelial in-growths from peritoneum into the uterine wall 
not of a carcinomatous nature. 

Dr. Forpycr described a difficult obstetrical case in which Porro’s 
Cresarean section was eventually resorted to, and also a difficult and 
successful Wertheim’s operation in a case of cervical carcinoma 3} months 
after delivery of a full-term child 


DISCUSSION UPON THE RETRACTION RING AND LOWER UTERINE SEGMENT. 

In the regrettable absence of Dr. Eardley Holland, Professor Jardine 
opened the discussion. He dealt with the subject from its clinical side 
and brought forward illustrative cases, referring to such cases of obstructed 
labour in which the so-called retraction ring was the primary cause. The 
ring might be in front of or above the presenting part and the presenting 
part might be either head or breach. He found that the use of drugs or of 
dilators of any sort had proved of no avail, but recommended prompt 
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Ceesarean section where there was hope of a living child and crushing under 
other circumstances. The existence of a definite uniform constricting ring 
apart from the os which might be in full dilatation was obvious, producing 
often an hour-glass state of the uterus. 

Dr. Barsour dealt with the anatomical aspect and origin of the 
retraction ring. The question had been before the world for fifty years. 
On looking into the history it was noted that Bandl’s theory of ring 
formation from the os internum was contradicted by Schréder, who 
described a contraction ring of independent origin. This was now under- 
stood to be a retraction rather than a contraction ring. But quite recently 
Bumm and Blumenreich had maintained, in opposition to the apparently 
obvious frozen sections of Dr. Barbour, that the lower uterine segment was 
a pathological thinning of the cervix which was posteriorly long drawn 
out, and that therefore the os internum was represented by the retraction 
ring. Dr. Barbour’s own conclusions were that the retraction ring was not 
always present, that it was sometimes high and sometimes low down and 
that it existed quite apart from the os internum. 

There was afterwards a lively discussion, in which the following 
gentlemen took part: Drs. Berry Hart, Nicholson, Ritchie, Lockie, 
MacGibbon, Keppir-Patterson, Young, Willcocks, and the President. It 
was thought by one that not enough attention had been paid that evening 
to the microscopical evidence. 

Professor JARDINE and Dr. Barnour replied suitably. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
Friday, March 7, 1913. 
Dr. H. Jenett in the Chair. 


Dr. SPENCER SHIELL exhibited 
An Instrument designed to minimize the risks of Septic Infection during 
certain Gynecological operations. 


Dr. JELLETY exhibited specimens taken from 

Two Cases of Genital Tuberculosis (a) of the Tubes, Uterus, and Rectum, 
(b) of the Tubes, with Carcinoma of the Ovary. 

After a clinical description of the cases and a pathological description 
of the specimens, Dr. JeLLETT invited the opinion of members as to whether 
tubercular disease of the tubes was commonly accompanied by tubercular 
disease of the uterus, and got well after removal of the tubes; he personally 
had never found tubercular disease of the uterus that did not eventually 
lead to serious complications. 

The cases were discussed by Drs. HastinGs TWREDY, SHIELL, and JELLETT. 

Dr. SPENCER SHIEM, read 

Clinical Notes of two instructive Cases of Uterine Rupture. 
The paper was discussed by Drs. Hastincs Twerepy, Mapiit, and JELLETT. 


Dr. FitzG1pron read a paper on 
Gonorrheeal Vaginitis treated by Vaccine. 
He recorded six cases treated by vaccine, five with good results; the 
sixth had appeared cured, but relapsed or else had been reinfected. He 
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considered that vaccines to be effective should be made from cultures grown 
fresh from the human host, but that they need not be autogenous. Local 
treatment, in combination with vaccine, is advisable, and probably 
necessary, certainly in the chronic cases with mixed infection. 

The paper was discussed by Drs. SHiELL, Hastincs Twerepy, MADILL, 
ROWLETTE, O’KELLY, and Moore. 


SECTION OF OBSTETRICS. 


President—A. J. Horne, F.R.C.P.I. 
Sectional Secretary—G. FitzGipson, M.D., F.R.C.P.1. 


Friday, April 18, 1913. 
Dr. R. D. Purkroy in the Chair. 


Congenital Cystic Tumour (illustrated by photograph). 

Dr. SPENCER SHEILL exhibited a photograph demonstrating this condition 
in an infant. The tumour was present at birth, and gradually increased in 
size during the first few days, after which it remained stationary until 
operation. It was situated in the mammary line on the right side, and 
seemed to cause the child inconvenience when the binder was tightened 
round him. He allowed the tumour to remain for two months, and then, 
as there were no signs of subsidence, he evacuated it with trocar and 
canula, withdrawing one ounce of serous fluid. It, however, again filled 
up, and he hoped to open the tumour next week and treat it as an open 
wound. He gave details of a former case somewhat similar, and regretted 
not having photographs of the condition to show. 


Clinical Report of the Rotunda Hospital. 
Dr. JeLLETT read the Clinical Report of the Rotunda Hospital for one 
year ending October 31, 1912. 
The report was discussed by the Chairman, Drs. Spencer Sheill, Tweedy, 
Solomons, FitzGibbon, and Crofton. 


SECTION OF OBSTETRICS. 


President—A. J. Horne, F.R.C.P.I. 
Sectional Secretary—G. FitzGippon, M.D., F.R.C.P.I. 


Friday, May 23, 1913. 
The PRESIDENT in the Chair. 


Some Sequele of Labour. 

Dr. BETHEL SOLOMONS read a paper on the above, in which he submitted 
the results of examining 543 primiparee on the sixteenth day of the 
puerperium. 

The paper was discussed by the President, Drs. H. Tweedy, Spencer 
Sheill, Allen, and Solomon, and Professor Thompson. 

Dr. WesB read a paper on 

Breast-feeding of Infants, 
which was discussed by Professor Thompson, Dr. H. Tweedy, and the 
President. 
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REVIEWS OF RECENT BOOKS. 


‘Vicious Circles in Disease.” By J. B. Hurry, M.A., M.D. (Cantab.). 
J. and A. Churchill. Pp. 280. Price 6/- net. 

In the section of his book dealing with the Female Sexual System, the 
author points out some of the common “ vicious circles’? met with in 
gynecological practice such as the mischievous inter-action of menorrhagia 
and chlorosis, etc. It is our belief that most of the instances that he cites 
are borne well and continually in mind by those engaged in the practice 
of diseases of women. ‘To those whose work is not so limited, the hints 
given will serve as valuable reminders that in gynacology there is often 
more than one factor in the patient’s condition to be treated if complete 
success is to be attained. 

The book is well and attractively published. Its contents review a broad 
range of disease with which the author is evidently familiar. 

L.G. 


Diseases of Women.” By THomMas GORGE STEVENS, M.D., B.S., 
F.R.C.S. University of London Press. Pp. 426, with 202 illus- 
trations. 8vo. 15/- net. 

In his preface, Dr. Stevens states that his book is the practical outcome of 

ten years’ experience in teaching Gynecology to students, and it may 

therefore be taken for granted that it was the requirements of students that 
he had most in his mind in the writing of it. Certainly he has succeeded 
in producing a text-book which students are sure to appreciate very highly. 

Indeed it will be surprising if it is not very soon the favourite students’ 

book on the subject. Written in a fluent and most readable style, the 

descriptions are characterised by the greatest lucidity. On most points the 

various views are summed up with judicial impartiality, and stated with a 

perspicuity which is calculated to make the student think for himself. The 

general impression left on the mind of the reader is that of a book extremely 
well balanced alike in the arrangement of, and amount of space allotted to, 

the various subjects, and in the discussion of the different conditions—in a 

word its absolute sanity is its most outstanding and valuable characteristic. 

Dr. Stevens has followed, as far as is conveniently possible, a patho- 
logical classification, and this course in itself, as is now being generally 
recognised, is a powerful factor in simplifying the study of gynzecology to 
the student, who approaches the subject versed in the elements of general 
medical and surgical pathology. The author’s extensive study of gynzeco- 
logical pathology has fitted him in a peculiar measure to explain its 
features succinctly. In this connection one naturally turns to the vexed 
question of ‘ chronic endometritis,’ and here Dr. Stevens explains very 
clearly that he retains the term because he interprets the glandular over- 
growth as the remote result of a preceding mild infection. His classification 
of ovarian tumours is very simple and the description of their pathology 
most clear and lucid. 

One of the best chapters in the book is that on displacement of the 
uterus. The question of the means by which the position of the uterus is 
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normally maintained is very clearly discussed. In his estimate of the 
significance of backward displacements, the author adopts a very sound, 
moderate standpoint midway betwen the ‘‘mid-Victorian’”’ view, in which 
they were all-important, and that somewhat more recent reactionary view 
in which they are, as such, almost entirely disregarded. 

The numerous illustrations are mostly from the author’s own brush, 
and on them he may be congratulated. There are a number of very good 
photo-micrographs, enlarged by an ingenious process, illustrative of typical 
pathological conditions. The illustrations of the various operative 
procedures are not by any means on the same high level, and it is to be 
hoped that very soon a call for a second edition will afford an opportunity 
of bringing them up to the high standard of the rest of the book. ‘This is 
really the only point that calls for even mildly adverse criticism in an 
exceptionally good text-book. R.W.J. 


‘* Diseases of Women.” A Clinical Guide to their ‘Treatment. By GrorGE 
ERNEST HERMAN, M.B., F.R.C.P. (Lond.), F.R.C.S. (Eng.), assisted 
by R. Maxwe., M.D. (Lond.), F.R.C.S. (Eng.). With 
8 coloured plates, and 292 figures in text. Cassel and Co. Ltd., 
London and New York. 1913. 

‘THat this well-known text-book has reached its fourth edition, is sufficient 

proof of the high position which it has attained as a teaching manual. 

In the revision and enlargemnt of this edition, the author has associated 
with him a junior colleague, which cannot but help him in keeping such a 
work thoroughly up to date. 

Although this text-book has in its earlier editions presented for the 
most part gynzecology in its medical aspects, the authors have seen fit in 
the present edition to bring more prominently forward operative procedures. 
The main principles of operations are therefore depicted so as to present 
them in a general manner to the medical student, and in this respect the 
work fulfils all that is required of it. 

It however sustains its reputation as essentially a text-book of diagnosis 
and medical treatment, and in this respect is second to none. Its practical 
utility is all the more valuable, as it represents the expression of opinion 
of one of the most experiencd and respected of the older school of 
gynecologists. At a time when the swing of the pendulum is markedly 
in a surgical direction, the present manual will be valued not only for its 
intrinsic merit, but also that it presents the value of medical treatment in 
the most favourable aspects, and is representative of gynzecological teaching 
of proven worth. 

Written as it is from a purely clinical standpoint, it cannot be expected, 
that the pathological investigation of diseases of women should receive 
more than scant attention, and if any adverse criticism were to be offered, 
it may be pointed out that in this respect, the book is deficient. 

As an example of this we can instance the general description of ectopic 
pregnancy, in which the recent work on its pathology is not referred to, 
and the treatment recommended is essentially that of the ‘‘wait and see’’ 
policy. Similar deficiencies may be noted in sections dealing with 
“endometritis” so-called, and cystitis, in the latter of which nothing is 
defined to clear up the vague picture which the student usually obtains 
of this condition. 

The context and general arrangement of the work is similar to that of 
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the earlier editions, which is sufficient to testify to the instructive and 
interesting reading, which it affords. 

When it is remembered, that it is written from a purely clinical and 
medical standpoint, nothing but praise can be offered, and it can be 
recommended as one of the best manuals of diagnosis and treatment, which 
the student can purchase. E.W.S.C. 


“A Short Practice of Midwifery.” Embodying the Treatment adopted at 
the Rotunda Hospital, Dublin. By Henry Jeuiurt, B.A., M.D. 
(Dublin University), F.R.C.P.I. Sixth edition, revised. London : 
J. and A. Churchill. Price 10/6 net. 

‘THE appearance of a sixth edition of Dr. Jellett’s ‘‘ Short Practice of 

Midwifery ’? shows that it has proved useful already to a very large 

number of readers. 

This edition retains the characteristics of the previous ones but the value 
of the book has been increased by a thorough revision of the letterpress, 
by the addition of many new illustrations and by the improved reproduction 
of the old ones. 

The book deals with every part of the subject of midwifery but confines 
its treatment to that practised at the Rotunda Hospital, therefore it does 
not attempt to give all possible methods of treatment. With a few of the 
methods described we do not agree, for instance that of packing the uterine 
cavity with iodoform gauze in cases of septic infection, but on the whole 
the treatment described is that which is almost universally accepted. 

The Rotunda Hospital statistics from 1889 to 1911 are printed as an 
appendix in four tables. The first is an analysis of the various presenta- 
tions, complications and obstetrical operations; the second and third, of 
the causes of the maternal deaths; and the fourth gives the number of 
deaths amongst the infants. 

The numbers and percentages are given in all cases, and as the number 
of mothers dealt with is 36,227 the figures form a very valuable record. 

The book is written in a style which makes it pleasant and easy to read ; 
it is an excellent short parctice of midwifery and one that we can 
recommend confidently to students and others for revision purposes. 

3 


Practice of Gyneecology.’”” By W. E. Asuton, M.D., LL.D. Fifth 
edition. Pp. 1100, with 1050 illustrations. London and Philadelphia : 
W. RB. Saunders Company. Price 27/6 net. 
Tuts book 1s written for the practitioner and in his preface Dr. Ashton states 
that he takes “‘ nothing for granted in describing gynzecological diseases ”’ 
and leaves ‘‘ nothing to the imagination or common-sense of my readers.” 
The result is a fine volume of 1100 pages in which the practitioner called 
upon in an emergency to diagnose and treat (by operation if necessary) any 
condition met with in pelvic surgery will find the most explicit and detailed 
directions as how to carry it through by the methods which the author 
prefers. These directions are well illustrated by pictures and diagrams 
showing each step of the operation. 

One great point in favour of the book is that it is dogmatic—the author 
writes as a master and dictates what shall and shall not be done, and does 
not confuse the reader by describing several alternatives without stating 
which is preferable. 
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With almost every operation an illustration shows the instruments 
required even to the needles, which are reproduced actual size. The repeated 
reproduction of scalpels, scissors, Spencer Well’s artery forceps and other 
common objects takes up a lot of space and cannot be regarded as wholly 
necessary. 

Many subjects which are frequently omitted from text-books are dis- 
cussed, thus gymnastics, baths, cooking receipts and the technique of 
making blood pipettes from glass-tubing are mentioned fully. 

Although valuable to the practitioner it is not so well adapted for 
unqualified students (for whom it is said to be written) as morbid histology 
is not well treated and the revision intended to bring the present edition up 
to date is not equal throughout; for instance, although the influence of 
hormones, the use of von Pirquet’s reaction and salvarsan and the thera- 
peutic uses of Roentgen rays on fibroids have been added, yet Wertheim and 
his work are not mentioned under cervical carcinoma but we are told that 
if the vagina is involved a radical operation is useless. Again, although 
disease of the bladder and cystoscopy receive a large amount of attention, 
the modern catheterising cystoscope is not mentioned and elsewhere we are 
told in italics that vaginal hysterectomy is contraindicated in carcinoma of 
the body of the uterus. All these are Dr. Ashton’s views and are no 
doubt supported by large experience and carefully collected statistics 
which enable him to dictate to the mature practitioner, but will leave 
a student in a difficult position especially if faced with an examiner who 
held opposite views. 

With the extension of the scope of a gynzecologist the difficulty of writing 
a text-book, except as part of a treatise on abdominal surgery, is becoming 
greater and what should be included or omitted varies with each writer; in 
the present case the author includes a good account of the appendix, 
enterectomy and nephrorrhaphy, but nephrectomy and nephro-lithotomy do 
not receiye such full treatment. 

The fact that the work has now reached its fifth edition shows that it 
fulfils a definite want and must have been appreciated. 


C.W. 


‘‘ Hundert Totalexstirpationen bei myoma uteri ohne Todesfall.’”? By Dr. 
Fiatau. Verlag von S. Karger. Berlin. Price M. 2.70. 

THE author begins with an historical survey of hysterectomy and traces the 
various improvements in technique till the present day. Before operation 
special attention is devoted to the heart and the blood. Cardiac affections 
are treated with digitalis and the circulation improved by massage and 
movements of the limbs. He has found that subcutaneous injections of 
normal saline act as a very powerful tonic. The skin is prepared by the 
iodine method combined with guadanin—the rubber solution recommended 
by Déderlein. Gloves are used and catgut for sutures. The anzesthetic is 
ether preceded by veronal and scop-omnopon. The abdomen is opened 
slightly to one side of the median line and the rectus divided. The ordinary 
supra-vaginal hysterectomy is performed and the core of the cervical stump 
removed. Both ovaries are removed except in younger women when one is 
left. If drainage be necessary he prefers the cigarette drain to gauze alone. 

During convalescence active movements and massage are employed, and 
he considers that this routine has prevented thrombosis and embolism from 
occurring in any of the cases. When septic peritonitis occurs he relies on 
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free drainage, having had no success with anti-streptococcal serum, nucleic 
acid and camphor oil. 

A detailed table is given of all the cases. One was complicated by 
carcinoma of the body and thirty-three with tubo-ovarian affections. 
Carcinomatous degeneration in a sub-mucous myoma was observed four 
times and sarcoma in five cases. On the whole his statistics coincide with 
those of all recent observers. 

One is struck, looking at the descriptions of many of the cases, by the fact 
that myomectomy might have been performed instead of hysterectomy, 
especially in the younger women. 

However, this book is an interesting account of the methods adopted to 
procure the excellent results which the author has achieved. R.M.A. 


“A Guide to the Series of Pathological Specimens Illustrating Injuries and 

Diseases of the Organs of Generation in the Female.” 
IN this little guide to the gynecological specimens in the Museum of the 
Royal College of Surgeons, England, Mr. Alban Doran has enhanced greatly 
the educational value of the collection, not only to students, but to those of 
a more advanced stage who desire to specialize in this subject. In its 
principle, the book resembles the guides of the various departments of the 
Natural History Museum issued by the Britism Museum authorities. We 
have no hesitation in saying that the museum catalogue of the future will 
be compiled on these lines. 

When a brief general pathological description precedes the classification 
of each morbid process, the main features of the disease are crystallized in 
the mind of the student and further impressed by the individual specimen. 

Up to the present the average museum catalogue has largely failed in 
this respect and presents an arid mass of information condensed to a degree 
not far short of the tedious and uninteresting. 

With advantage, the museum catalogue might even include a brief micro- 
scope description of the various pathological processes, and thus approach 
the ideal where pathology text-book and catalogue are blended. ‘This is not 
difficult to carry out: it has been attempted with success in some of the 
sections of the museums of our general hospitals in London, and in associa- 
tion with routine classes in morbid histology is doing much to raise the 
study of gynzecological pathology from its former position of complete 
neglect. 

In this guide Mr. Doran gives the museum authorities a most valuable 
lead and one which we hope they will adopt speedily in the other sections of 
the museum. R.D.M. 
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PRESS NOTICES. 


‘Those who know Dr. Judson Bury as a teacher will be 
pleased to learn that at last he has found time to write a book 
on Nervous Diseases, a subject which he is specially well fitted 
to discourse upon. In the volume before us we are brought face 
to face with a clinical classification of nervous diseases, a 
method of grouping which we have always considered as most 
suitable for the student and general practitioner... . . The 
word-pictures which the author gives of the various nervous 
diseases are original and impressive... . . We have read every 
page of Dr. Bury’s book, so that we are able to express our 
opinion of its merits with every confidence. We regard it as 
undoubtedly the best English work on diseases of the nervous 
system for the general practitioner of medicine; . . . itis certainly 
a text-book which will prove a most valuable possession, and 
we therefore have pleasure in giving it our strongest recom- 
mendation.’”’—The Medical Times. 
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Diseases of the Nervous 
System 


PRESS NOTICES—Continued. 


‘Dr. Bury writes clearly, and gives a comprehensive but 
not overloaded account of the various nervous diseases 
Each disorder is considered from the usual points of view— 
etiology, pathology, symptoms, diagnosis, prognosis, treatment 
—conscientiously, and with the resources of a great personal 
experience in the observation of patients with nervous diseases 
The result is the production of a thoroughly sound and trust- 
worthy text-book, not too abstruse, straightforward, well suited 
to the needs of the medical student and the general practitioner. 
It is well got up and printed; the illustrations .... 
have not been ill chosen. We can cordially recommend Dr. 
Bury’s admirable work to students and medical men who want 
a good practical book.’’—British Medical Journal. 


“It is an authoritative treatise, which both students and 
practitioners may consult with advantage The methud 
adopted is followed with excellent results in this able book, of 
which a valuable feature is the excellence of the many illustra- 
tions and 


‘This book bears internal evidence of having been written 
by one who has had large experience of clinical teaching. It is 
practical and to the point, and is not overburdened with un- 
necessary detail. We can strongly recommend it to medical 
students and practitioners as a clear and up-to-date exposition 
of our knowledge of diseases of the nervous system It 
is eminently readable, and is full of the wisdom acquired by 
long experience. Unnecessary literary references are omitted, 
as the author aims at teaching what one must know at the bed- 
side, rather than what has been said by other writers. The 
book is sufficiently illustrated by diagrams and photographs of 
patients, and is provided with an index.’’—Dublin Medical 
Journal. 


‘“ We heartily congratulate Dr. Judson Bury on the appear- 
ance of his admirable book on diseases of the nervous system, a 
book which should be of immense service to practitioners and 
students In its manner of dealing with the elementary 
facts of anatomy and physiology and the results of disease 
processes, Dr. Bury’s text-book is, we think, in advance of any 
other with which we are acquainted The book is 
thoroughly modern, ....and includes most of the recent 
developments of neurology. The clinical pictures are excell- 
ently worded and very graphic, and they ere aided by numerous 
illustrations. We again congratulate the author on the accom- 
plishment of an excellent piece of work.’”—Medical Chronicle. 
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MIXED INFECTION 
PHYLACOGEN 


(The name ‘‘ Phylacogen” distinguishes the modified Bacterial Derivatives manufactured 
by Parke, Davis & Co., according to the process of Dr. A. F. Schafer). 


The therapeutic use of Mixed Infection Phylacogen is based upon the theory of 
multiple infections. 


It is a sterile aqueous solution of derivatives from numerous pathogenic bacteria, 
e.g., the several staphylococci, streptococcus pyogenes, bacillus pyocyaneus, diplo- 
coccus pneumoniz, bacillus diphtheriz, bacillus typhosus, bacillus coli communis, 
streptococcus rheumaticus and streptococcus erysipelatis. 


The subcutaneous administration of Mixed Infection Phylacogen is indicated in the 
treatment of all infections, whether acute or chronic, mild or severe, in which no 
specific micro-organism is found to be predominant, notably in surgical infections, 
infected wounds, pyemia, puerperal sepsis, abscesses, fistulee, eczema, etc. In all of 
these conditions this treatment has been reported by competent clinical authorities 
to have given remarkably favourable results. 


Further information will be supplied on request by 


Parke, Davis & Go., 5° Lonpon, W. 


370 pp. Imperial 8vo. Price 7s. 6d. net. 
2 Plates. Postage 6d. 
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His Life and his Doctrine 


A CHAPTER IN THE HISTORY OF MEDICINE 


BY 


SIR WILLIAM J. SINCLAIR, M.A.. M.D 


MANCHESTER 
AT THE UNIvERsITY PREss 
SHERRATT & HUGHES 
Publishers to the Victoria University of Manchester 
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‘The Teat 
Drainage” ‘Tube 


Introduced by Sir William sinclair, 


Can now be obtained from 


JAMES WOOLLEY, SONS & C0. 


Victoria Bridge, 


The Prices are as follow: | 


3d., 1s. 6d., 8d., and 2s. each. 


Benger's Food is a 

cereal food, specially free 

from rough «indigestible 

| particles. It contams the natural 
digestive principles, trypsin and amylopsin. 


BENGER’S FOOD is expressly devised to be used in conjunction with 
fresh milk or milk and water, in such proportion as may be-considered desirable 
by the prescriber for the particular case. The composition of the prepared 
tee ready for_ consumption, varies with the formula used and the length of 

ion ordered, ‘The fat may be i increased by the addition of cream or 


“The Lancet” describes it as “Ms, Benger's admirable preparation.” 


“The British M 


A sample with analysis and Feport will be sent post free to 
Profess 


: 
Members of the 


BENGER'S FOOD LTD. :: Otter Works. : : MANCHESTER 


BNGLAND 
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(TRADE MARKS) 


The Ideal Tonic Laxative 
and Nutrient Digestive. 


“BYNO. CASCADA” "presents. the stimulating tonic; 
laxative i in of the finest Cascara Sagrada and 
Rhamnus Frangula incorpo- 
rated in “Bynin”’ pure active 
Liquid Malt. 
The gentle, yet persistent, 
tonic effect of Cascara on the 
intestinal muscle, reinforced 
by the influence of “ Bynin,”” 
in promoting the. digestion 
and assimilation of food, 
renders ““Byno Cascada” the 
ideal prescription to. ensure 
normal bowel activity. / 
Equally valuable in childhood; in pregnancy, for. 
nursing mothers, and in old age, “Byno Cascada” is 


preferred: in ‘scientific treatment. 


Issued in Bottles at 2/6 a als 


Descriptive Eamphles and Sample frée to Men. 


Allen & Ltd. 


LOMBARD STREET, LONDON.. 


Niagara Falls, N.Y. Toronto. Buenos Aires. Durban. Sydney. 
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